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CHAPTER 1
YEAR ONE - ESSAY
WHAT ARE THE THEORETICAL AND 
PRACTICAL LIMITATIONS OF THE 
COGNITIVE MODEL OF ANXIETY
)
))
M ary M anning  Year One - Adult Mental Health Essay
INTRODUCTION
There is a large body of theoretical and empirical research into anxiety and from 
this a number of theories have been derived. The theories, and their limitations 
will be considered below. As there are various clinical disorders that are related in 
some form to the concept of anxiety, providing one definition of anxiety is 
difficult. According to the DSM - IV, there are a variety of disorders. These are 
panic disorder. Generalised Anxiety Disorder (GAD), phobias, as well as Post 
Traumatic Stress Disorder (PTSD) and Obsessive Compulsive Disorder (OCD).
As Eysenck (1992) proposes, their categorisation as such suggests that there is 
commonality in the cognitive dysfunctions that are present. However, there is as 
yet insufficient evidence to conclude this.
As well as the cognitive conceptions of anxiety given here, there are other non - 
cognitive theories that will be further discussed later. These include Gray’s (1985, 
cited in Edelmann 1992) neuropsychological model and behavioural theories such 
as that of classical conditioning and operant conditioning (Rachman 1977).
THEORIES OF ANXIETY AND RELATED DISORDERS
Beck and Emery (1985) developed a theory based on clinical observation which 
does not consider that the cognitive system is causally involved in the aetiology of 
the disorder. However, cognitions predispose certain people to anxiety. They 
consider schema, or beliefs, to be structures of relatively enduring representations 
of prior knowledge and experience. They guide information processing and can be 
reflected in the more observable feature of Negative Automatic Thoughts
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(NAT’s). The themes of danger and vulnerability in beliefs and NAT’s are 
especially significant in anxiety. They also propose a similar theory for depression, 
although the content of the beliefs are different. There is evidence for this theory 
fi-om ambiguous stimuli experiments and selective attention studies (see later).
Bower (1981) has proposed a theory of associative networks that show effects of 
mood dependant memory. He thinks that there are nodes in memory that are 
linked closely to other ones in a semantic network and at each node is an emotion 
linked to it. When there is activation above a critical level related memories are 
activated. Since there is a connection with mood, the information that is activated 
while in that mood tends to be congruent with the mood of original memory.
Williams et al (1988, cited in McNally 1990) has also suggested a theory of 
anxiety. He distinguishes between priming and elaboration. Priming is where a 
stimulus word produces activation of a small number of related elements that 
make up it’s internal representation. The process is automatic and means that 
[) when a fi-action of the elements is presented, the word is more likely to be
accessed. Elaboration is where the activation of one word’s internal 
representation leads to the activation of other related internal representations. So, 
elaboration makes it easier to retrieve the presented word subsequently. He 
suggests that with anxiety (as opposed to depression) the passive, automatic 
aspects of encoding and retrieval are affected. At the preattentive stage of 
processing, the affective decision mechanism is used and this assesses threat 
value. Subsequently attention is directed towards or away fi-om the stimulus. This,
)Mary Maiming______________________________________ Year One - Adult Mental Health Essay
then allows for the distinction between state and trait anxiety, where trait anxiety 
is pervasive, and that of state is situational. There is a tendency to direct attention 
towards threat stimuli if there is trait anxiety present, and this only occurs in 
certain situations with state anxiety. Using the Diathesis Stress model, pathology 
is only present when there is both trait anxiety (as vulnerability is raised), and also 
high state anxiety.
With reference to theories of panic disorder, there are two that are cognitive in 
nature. That of Goldstein and Chambless (1978) discusses the fear of fear and 
how via interoceptive conditioning anxiety symptoms that are due to other factors 
(e.g. low self sufficiency) are conditioned with certain situations so that 
agoraphobia and related panic occurs. The cognitions associated with panic 
attacks contribute the spiralling of panic once it has begun and they also prevent 
the individual from recognising the problem and resolving it.
The second theory associated with panic is that of Clark (1986, cited in Kennardy 
3  et al 1988)) where there is a catastrophic misinterpretation of bodily sensations.
He considers that fear is not a necessaiy nor sufficient antecedent of panic. He 
thinks that the cognitions associated with the misinterpretation are fast and 
automatic such that they do not have to be conscious, and it is the cognitive 
elements that cause a panic attack.
Wony, and the nature of worry is linked to anxiety. While there is normal degree 
of worry in the general population, it is also linked to GAD. It is veiy difficult to
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dismiss worries from your mind, and it can be seen as a specifically cognitive 
component of anxiety (Borkovec & Inz 1990). Worry is thought to provide some 
biological preparedness; its function is to avoid being taken by surprise. In 
comparison, fear is about preparation for escape, the content being about future 
danger. However, usually if the individual is successful then the process will be 
called problem solving, and if it is not, it is called worry as it involves the 
rehearsal of information without the solution being found.
^  From the experimental data there have been a number of lines of enquiry that are
considered factors in the theories of anxiety. Firstly there are studies into the 
information processing biases that are proposed by several of the theories, for 
example that of Beck and Emery (1985). Watts et al (1986, cited in Mathews 
1990) found that with spider phobics there was an increase in the speed of naming 
colours in the Stroop task of spider related words after treatment of the phobia, 
and this is not related to the greater use of the words. With GAD they found that 
there is an interference effect on the Stroop task when evaluation and physical
3  threat words are used when compared to neutral words. The greater effects were
seen to be specific to the particular individuals wony. This effect is not unique to 
any one disorder, however, as it is also seen in those panic attacks and depressed 
people. In order to discover whether these effects were as a result of the attention 
being focused on the words, a visual analogue of dichotic listening tasks were 
devised where dots had to be responded to following the presentation of one of 
two words. The results showed that if they were threatening, then anxious 
subjects were faster. However, normal controls responded faster to the
))
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nonthreatening words, and depressed subjects were indifferent (MacLeod,
Mathews & Tata 1986).
There have also been studies into the nature of differences between state and trait 
anxiety, and what is referred to as anxiety sensitivity. This is the tendency to 
respond fearfully to anxiety symptoms and is thus relevant to panic disorder. Trait 
anxiety is referred to as the tendency to respond fearfully to stressors in general, 
and state anxiety relates to specific situations that cause anxiety (Mathews 1990). 
Studies into this area have shown that vigilance effects differ between the three 
different groups of anxiety not only by looking at the results of detecting a target 
word from distractors, but also in the same paradigm mentioned above. The 
conclusions are that there is a positive feedback loop with trait anxious subjects 
where a stimulus will also cause a rise in the state anxiety of that individual and 
this raises anxiety even more. In contrast, in low trait anxious subjects the 
feedback appears to be negative, with a stimulus causing a reduction in the 
anxiety experienced.
Studies have also found biases in the interpretation of threat stimuli. McNally and 
Foa (1987) found that there were significant differences in threat response 
between normal controls and agoraphobics when they were presented with 
ambiguous scenarios. Agoraphobics found them to be more threatening than the 
normal controls. This is also seen in individuals that have GAD, depression and 
panic. There is a greater rise in the perception of threat when the threat is of 
concern to that individual, and from this it can be concluded that there is a
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relationship between how much the individual worries about the event and how 
much they see themselves at risk from it.
From these studies there is a proposition that all attentional decisions are biased in 
some way, as at the preattentive level there is a directing of attention towards or 
away from the threatening stimulus. If the cues that are given meet with a current 
concern then there is a decision to either ignore or process the information.
Subsequent to this there may be avoidance or elaboration of the information.
Evidence for this comes from memory studies, such as those into Bower’s model 
where there have not been significant effects found when there is preferential 
recall for anxiety provoking words. Thus Mathews (1990) thinks that highly 
charged emotional events are encoded primarily in terms of their emotional 
significance and other aspects are ignored.
There have also been studies into expectancy theories of anxiety, particularly with 
reference to panic. There are two views of expectancy. An example of one view is 
)  that of Reiss and McNally (1985, cited in Edelmann 1992) where they propose a
Pavlovian conditioning of expectancies. Thus when there is a thought that a heart 
attack will occur, but in fact it does not, there is a weakening of the conditioned 
contingency. The treatment indication is therefore to provide information so that 
this contingency is weakened. There is also the issue that if one expects to have 
bodily sensations then they are less aversive than if they are surprised, and thus 
there is a relationship where the greater the anxiety expectancy so there is a 
reduced occurrence of panic.
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In contrast, the other view of expectancy is where they are self fulfilling 
prophecies (e.g. Southworth & Kirsch 1988). They consider that the more one 
expects to panic, the more likely that they will. Thus here, the treatment 
indications are veiy different, and clients should not be given information as this 
will lead to them expecting to panic and thus they are more likely to.
Thus there is a relationship with anxiety sensitivity, as previously mentioned, 
providing a risk factor for panic attacks. It refers to beliefs about the anxiety 
symptoms and is not theoretically tied to interoceptive conditioning. With the idea 
of beliefs, other causes of panic can be accounted for. For example, beliefs about 
the harmfulness of anxiety symptoms may not only be deduced from the 
individuals experience of panic, but also other sources, such as misinformation.
There is also evidence that expectations about ones efficacy are important. 
Bandura (1977) considered that there are two major determinants of behaviour.
^  The first of these are people’s self efficacy judgements and the second are
response - outcome expectancies, especially regarding likely consequences. He 
found that exposure based therapies that enhance coping are most successful at 
raising self efficacy. Self efficacy ratings are a better predictor of treatment effects 
than measures of anxiety.
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LIMITATIONS
There are a number of theoretical and practical limitations to anxiety theories, and 
these will be considered below. The first is that as Lang (1968, cited in Williams 
1987) suggests, human emotion in general involves responses in relation to three 
behavioural systems that are motor behavioural, linguistic expressions and 
physiological states. Thus, when this is related to anxiety, the first is a behavioural 
avoidance, the second is a cognitive element and the third is increased sympathetic 
nervous system activation. So, although the cognitive element is important, 
cognitive theories of anxiety miss out the other two parts, and therefore cannot be 
considered complete.
There are also behavioural theories that have not been discussed here that involve 
the learning of responses through Classical and Operant conditioning. An example 
of this is the Two factor theory of Mowrer (1939). Costello (1990) criticises both 
of the theories of panic described above as they differ in the amount of the 
affective element in them. For example, that of Goldstein and Chambless (1978)
^  does have an affective conditioning element (the fear of fear) and as such is not a
pure cognitive theory of panic. Some theorists, such as Beck & Emery (1985), do 
include behavioural and emotional aspects in the treatment of anxiety, yet the 
basis of this could still be considered cognitive in nature; much of what has 
traditionally been understood as referring to are the beliefs and NAT’s that in turn 
lead to the affective and behavioural responses. Yet without the other two 
components in treatment, it cannot be truly effective despite those assert 
otherwise (eg. Beck, Laude and Bohnert 1974, cited in Rapee 1987). An example
10
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would be in panic disorder where simple information provision is not sufficient as 
the cognitions are very resistant to change. Hence there needs to be an 
intervention at the behavioural level, as well as cognitive.
Thus a criticism of the theories is that they are not comprehensive. For example, 
William’s theory (1987) is supposed to be a complete theory for both anxiety and 
depression. However, some areas of this theory are speculative, with assumptions 
into the factors that lead to the development of anxiety. He does not give enough 
detail into the process that mediates between the attentional bias and the anxiety 
disorder. For example, there is no reference to worry. The distinction between 
priming and elaboration lacks applicability as only a few aspects of the biases can 
be fitted into these categories. There are also impHcit assumptions into the 
similarities to different anxiety disorders, and in fact this cannot be done, as there 
is a lack of evidence for this. The studies that are seen to be relevant to the 
theory, and indeed many that are cited above, are using single word or sentences, 
that lack ecological validity. Further, it is difficult to generalise them to the 
)  concept of anxiety in everyday life. William’s theory is mainly concerned with
primary appraisal of the stimulus, but there are also secondary and reappraisal 
processes in anxiety, and as such it is only a partial account.
There are also difficulties with the theory of Beck and Emery (1985) where there 
is a lot of emphasis on the schema (or bias) congruent processing. However, this 
has, significantly, not been found in recall biases in anxiety, but only at the 
preattentive level of encoding. This has implications for the content of the schema
11
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which are supposed to be associated with threat and vulnerabihty. There are 
difficulties with the nature of the change that occurs during therapy. Does it result 
in changed, or new schema, or just new ones that compete with the old? (e.g.
Persons 1993). More research into this area needs to be completed. A further 
criticism of the theory is that since it is based on clinical observation, it relates to 
introspective reports of anxiety and these can often be unreliable.
With respect to Bower’s theory, there are problems with the replication of 
findings, and mood congruent effects are not so widespread as at first thought.
There are also difficulties in the interpretation of the findings, as subjects may tend 
to behave in a manner which they think the experimenter expects them to behave.
There are few concept driven, top - down processes involved in the theory, and 
there are difficulties in using semantic networks as models of long term memory.
There are some difficulties with the self efficacy studies as with more complex 
phobias the feedback is less clear and the certainty of the performance that is 
3  required. There are also difficulties in trying to decipher the cause or effect of the
thoughts. This tends to result in circularity of arguments.
While there is evidence for the catastrophic misinterpretation hypothesis of bodily 
sensations, it has not been without criticism. Seligman (1988, cited in McNally 
1990) has argued that subjects repeatedly survive their fears and thus they gain 
evidence against their cognitions. He considers panic to be biological 
preparedness which is learnt (see earlier). However, in response to this criticism, 
there is evidence that subjects usually attempt to mitigate the possibility of the
12
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feared consequence occurring by doing something either behaviourally or 
cognitively, for example, if they think they are about to faint, they will sit down.
Thus they either do something to terminate the sensations, or the panic itself.
Teasdale (1988, cited in Costello 1992) says that not all panic attacks are 
triggered by catastrophic misinterpretations. For example, Rachmann et al (1988) 
found that 27 % of attacks were not associated with fearful cognitions. However, 
as previously stated, the cognitions do not have to be conscious and thus verbally 
reportable. Again, if the cognitions are unconscious, then there are difficulties 
with testing the hypothesis that they are present. This generally means that 
technology is used to assess the information processing of smaller units at a 
preattentive level, for example, single words, and this in turn can be criticised for 
the lack of ecological validity.
Costello (1992) has criticised both Clark’s (1986) and Goldstein and Chambless’s 
(1978) theories of panic, and some of the more recent studies into them. He feels 
that there is ambiguity and indistinguishability in the notion o f‘bodily sensations’
Y and ‘cognitions’. There is a lack of conceptual clarity. In a study by Pollard and
Frank (1990, cited in Costello 1992) there were items on a checklist that were 
supposed to use both bodily sensations and cognitions, but Costello, for example, 
wonders what the difference between ‘nausea’ and ‘I’m going to throw up’ is, 
especially after a factor analysis finds both of them on the same factor.
There is also an uncertain meaning of ‘meaningful relationship’ between 
cognitions and bodily sensations, although not all studies predicted this. Indeed, 
he suggests that fi-om some of the studies there is no obvious relationship between
13
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the two so called connected items, and on others, there is an obvious link such 
that these are one. He also criticises the lack of clarity in the studies of the 
theories of panic, and the affective and behavioural elements they use.
CONCLUSION
Thus, there is evidence that there are cognitive theories of anxiety, although it can 
be seen that if they are purely cognitive in nature they tend to miss two other 
significant aspects to them, the affective and behavioural. There are a number of 
)  difficulties with the specific theories and information processing studies about
anxiety that provide evidence for the theories, and as a result of this there are 
problems with the more practical aspects of applying the theories as the treatment 
indications are different in some cases.
)
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CHAPTER 2
YEAR ONE - ESSAY
TO WHAT EXTENT CAN PEOPLE WITH A 
LEARNING DISABIUTY BENEFIT FROM THE FULL 
RANGE OF PSYCHOLOGICAL THERAPIES THAT 
ARE USED WITH THE GENERAL POPULATION?
)
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Until recently there have been a severely limited number of different types of 
therapy that has been available to those with learning disabihties. Traditionally it 
has been thought that those with a learning disability are not able, due to 
intellectual deficits, to enter into a true therapeutic relationship and identify 
thoughts and feelings as is the case with the normal population when working in a 
psychotherapeutic way. Previously, there has been an emphasis on the observable 
behaviour that individuals exhibit, and thus behaviour therapy has been the major 
focus for interventions, particularly in relation to challenging behaviour. However, 
it is clear from the adult mental health field that there are individuals even within 
the normal range in intelligence who find it difficult to identify their thoughts and 
feehngs and, yet, they can be successfully treated with Cognitive Behaviour 
therapy by the model being flexible an adapted to the clients needs. The current 
discussion will be Hmited to Cognitive Behavioural approaches to treatment.
Until recently, even with an emphasis on observable behaviour, there have not 
been therapeutic interventions for people with learning disabilities that treat 
)  anxiety disorders, even using relaxation training. This area of study highlights
further difficulty when working with this client group where there is a lack of 
data, and a lack of epidemiological information into psychopathology of those 
with learning disabihties. Wide variation has been found between different 
studies. Recently, there has been a greater reahsation of the difficulties that can be 
recognised by clinicians if a proper assessment similar to the one that would be 
performed with adults in the normal range of intelhgence is undertaken with those 
with a learning disability. Although some changes need to be made, especially in
19
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terms of language so that concepts can be understood, particularly with people 
with a mild learning disability, there is scope for Cognitive Behaviour 
interventions.
With respect to the therapies that are used with the adult population. Cognitive 
Behaviour therapy has been successful in treating people with a variety of 
disorders. These include depression, generalised anxiety disorder and panic 
disorder (Beck 1993). There have also been further development and extension of 
the theoiy and treatment to other disorders such as sexual offenders, PTSD and 
group therapy, as well as personality disorders. Studies have shown the empirical 
validity of the approach by means of methodologies that include large samples and 
waiting list control groups. However, such rigour has not been applied to 
populations of people with learning disabilities, and this is a major deficiency.
There are also difiBculties with the learning disability population in terms of the 
level of disability that individuals may have when responding to interventions.
Further developments are needed to allow those with more severe disabilities to 
)  respond to treatments.
Cofifinan and Harris (1980) have discussed how the levels of psychopathology in 
those with a learning disability may be as high or higher than the general 
population, and how it is reasonable to think that the proportions that are affected 
by different disorders is similar, especially that of depression and anxiety. These 
two disorders will be the main focus of this discussion, although some other 
disorders will be considered. Allen (1989) cites a number of studies into the
20
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prevalence of anxiety disorders in those with a learning disability. The results of 
these reflect the difficulty and inconsistency in assessment of anxiety, with Corbett 
(1979, cited in Allen 1989) finding that of a sample o f402 adults living at home,
25% had symptoms consistent with anxiety (although no definition is provided), 
and “special fears” were found in 22% of those living at home, and in 10% of 
those in residential care. Forrest (1979, cited in Allen 1979) did not find any 
evidence of anxiety among 640 inpatients, and felt that there was never the full 
neurotic picture that you would expect in those with a normal IQ. These studies 
illustrate the difficulty in comparison between studies without proper definition of 
the disorder in question, and the intelligence of the individuals involved.
With respect to assessment of the disorder, until recently there were no self report 
scales for people with learning disabilities. So with those that did not have normal 
intelligence and verbal skills, other procedures needed to be used. Behavioural 
avoidance tests were used and other physiological measures such as pulse rate 
(e.g. Lindsay and Baty 1986a). However, as Allen (1989) notes, there is not 
j  necessarily a corresponding physiological response to changes in approach-
avoidance behaviour. Further, there is wide variation of reactivity in individuals to 
different events and over time. Recently the Zung scale for anxiety has been 
adapted for use for those with learning disabilities for both anxiety and 
depression, and was used in a study of depression by Lindsay et al (1993). No 
data is available to me on the reliability or validity of the adapted scale.
21
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A number of studies have given examples of the behavioural treatment of anxiety 
in those with a learning disability, and of the effects of this on disruptive 
behaviour and in a group setting where cognitive techniques were also used.
However, in all of these studies only anecdotal reports of success are available 
since they involve numbers that are too small for statistical analysis.
Some of the early studies had a number of severe methodological flaws (e.g. Peck 
1977). For example, in this study, 75% of subjects were taking anxiolytic drugs 
regularly and there was only one person in each group. It was not until the 1980’s 
that there was further interest in the behavioural treatment of anxiety in those with 
learning disabilities. Rickard et al (1984) found that it was possible to perform all 
parts of a relaxation package with those with learning disabilities including 
imagery exercises, although those who were more able intellectually found 
following instructions easier.
Lindsay and Baty (1986a) discussed four individuals who had anxiety symptoms 
who they treated with abbreviated progressive muscle relaxation (PMR), finding 
that in three cases there was improvement in terms of observer ratings of 
behaviour and pulse rate reductions. In the fourth the participant involved treated 
the exercise as a game. This led them to suggest “Behavioural Relaxation 
training” (Lindsay & Baty 1986b) as an alternative, especially for those who find 
following the instructions of PMR more difficult, and do not have conceptual 
awareness of internal states of muscular tension. In Behavioural Relaxation 
training the instructor demonstrates both relaxed and unrelaxed postures and
22
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subsequently asks the individual concerned to mimic the relaxed ones. The 
instructor gives feedback and prompting to the learner. This technique was shown 
to be successful in reducing pulse rates and postural tension in 3 individuals who 
had moderate or severe learning disabilities.
With respect to cognitive techniques, Turk and Francis (1990) report that a group 
of 8 individuals with mild or moderate learning disabilities participated in a group 
where the nature of anxiety and relaxation was described, the difference between 
^ thoughts, feelings and behaviour were discussed and visual imagery, breathing and
relaxation were taught to individuals. In the evaluation, the breathing rates of 4 
members was reported to have slowed down, and using self reports of the 
individuals concerned they found that the relaxation tapes and behavioural 
suggestions (e.g. taking long walks) were used following the group, although at 
three months follow up much of what they had leamt had been forgotten. This 
illustrates that generalisation of techniques need to be planned in order to facilitate 
this process. No information was available about the success of the visual imagery 
)  techniques, or of the discussion and use of the relationship between thoughts,
feelings and behaviour.
McPhail and Chamove (1989) reported that during a trial of relaxation (PMR) 
compared to a control condition of story reading, there was a reduction in the 
amount of disruptive behaviour, especially that of verbal and aggressive 
behaviour. This effect was the same for all levels of learning disability, and 
conversely the story telling condition did not change the relaxation or the
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disruptive behaviour of the individuals concerned. However, there was a return to 
the baseline at 3 months follow up.
There has also been some evidence of the success of relaxation for other 
difficulties of self control as well as disruptive behaviour, such as self injurious 
behaviour; Steen and Zuriff (1977) reported considerable success in the treatment 
of one individual with a profound learning disability and self biting.
^ There has also been evidence that Cognitive Behaviour therapy can be presented
to individuals with a learning disability who have problems other than anxiety, 
such as depression and low self confidence. Lindsay & Kasprowicz (1987) 
reported that there is a growing realisation that the confidence of those with 
learning disabilities is often very low, especially when introducing new skills and 
experiences in the community. They used Meichenbaum’s approach based on the 
premise that negative self statements before and during performance maintains 
difficulties through a fall in confidence. Meichenbaum notes that individuals do
)  not need to be aware of them, or able to verbalise them linguistically for them to
cause difficulties. Thus his approach is able to be tailored to those who do not 
have the ability to say what they are thinking. Lindsay & Kasprowicz discuss a 
subgroup of a social skills group who were targeted for developing self 
confidence as a part of the larger group. They used a self rating questionnaire 
where the questions were phrased in colloquial language and they had to say 
whether they had a problem or not with that aspect of confidence. They describe a 
detailed case of one individual where the self statements were very clear and the
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therapist was able to challenge these, and allow the individual concerned to 
‘frame’ them in a context despite the fact that she may not have realised that they 
were negative thoughts. They think that by challenging the thoughts, the therapist 
was able to bring the thoughts (conscious or unconscious) to a level where the 
individual could use them in therapy. They also suggest that in a group situation, 
if the individuals do not have extensive concentration skills, then the discussion 
can frequently be opened up to the rest of the group so that no one becomes too 
frustrated, and suggestions for positive statements could be given. They conclude 
)  that for some individuals Cognitive Behaviour therapy can be successfully used.
Lindsay et al (1993) report on Cognitive Behaviour therapy for depression with 
those with a mild learning disability. As an assessment measure they used the 
adapted Zung anxiety and depression rating scales, as well as analogue scales that 
include histograms of the degree of worry. Although more simple, they reported 
that the method of Cognitive therapy used was essentially the same as that which 
would be used with those of normal intelligence. Hence, in each session the 
)  agenda was set, thoughts were elicited in much the same way as described for the
confidence difficulties above. For example, either in a role play, or they were 
found by reversing roles such that the client was the doctor who had to find out 
what was wrong with the therapist and thus gave indicators about things that 
were troubling them. The underlying assumptions were then found and presented 
in simple statements, and the evidence for these and the negative automatic 
thoughts was evaluated. Alternatives were then found and monitoring of these 
was done in the form of worry analogue scales rather than actually writing down
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the precise thoughts. Role plays and homework was given in the usual manner for 
Cognitive Behaviour therapy as appropriate.
With respect to one of the two individuals that were discussed, a male of 28 years 
and IQ of 67 who lived with his parents, the Zung depression scores fell from 17 
to 9 post treatment, and at 6 weeks follow up it was 6. The anxiety scores started 
at 22 and fell to 14 post treatment and 8 at follow up. The worry analogue scales 
also changed from between 1.6 and 2.1 to around 0.1. The second subject was a 
^ woman of 20 years whose IQ score was 65. Her depression scores fell from 27
beforehand to 12 at the end and 10 at follow up. Although anxiety was not a 
problem for her, the number of suicidal thoughts at first were so many that the 
recording of them was likely to be inaccurate. However, these fell from what was 
recorded in a session as 40 in one hour, to 17 in a day at 5 weeks. This 
improvement was maintained at follow up 35 weeks later. Her analogue scale 
scores fell from the maximum before therapy to between 0.7 and 1.7 in weeks 5 to
15. Thus these two individuals were able to use Cognitive Behaviour therapy 
)  effectively, and this can be seen in the improvement in their self rated anxiety and
depression scores.
Gentile and Jenkins (1980) have suggested that there is also a possibility in the 
application of assertiveness training to those with learning disabilities. They used 
focused instructions, modelling, behaviour rehearsal and response feedback in a 
group of five adults with an IQ of between 50 and 75. They rated individuals in a 
pre - assessment of role plays and verbal reports of vignettes of possible
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difficulties that were relevant to the life of the individuals. After 5 weeks of daily 
30 minute sessions, they found statistically significant changes in the amount of 
eye contact, assertive content, loudness and overall assertiveness. They did not 
find different responses to the greater assertiveness of the individuals concerned 
by others around the participants. They suggest that as a result of this finding, 
there may be times when such training should not take place.
There are also other types of difficulty that can be treated with other 
psychological therapies, and one of these is anger. Traditionally aggressive 
behaviour has been dealt with by punitive methods such as restraint, medication 
and seclusion. Not only are there ethical and legal difficulties with these, but they 
do not introduce more appropriate behaviour into the repertoire of the individual.
Black et al (1988) have suggested that the therapy that is introduced by Novaco 
(1978) discusses (Stress Inoculation Therapy) could be a model for managing 
anger, as anger can lead to aggressive behaviour. This includes an educational 
component and a skills acquisition component which helps individuals deal with 
thoughts and feelings. Once they have mastered these skills they are able to 
practice them in a hierarchy of situations that previously led them to become 
angry. Saylor et al (1985) treated some subjects that were within the borderline 
range of intelligence. There are difficulties in the approach as the link between 
anger and aggressive behaviour is unclear, such that changes in one may not 
necessarily mean that there are changes in the other. While Novaco suggests that 
the approach is too complex for those with learning disabilities, considering the 
literature cited above, it seems that there is scope for a tailored Stress Inoculation
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Therapy as a treatment for those with a learning disability. Black et al (1988) 
suggest that there is also scope for this and suggest that further research is carried 
out.
Hence, although this discussion has been limited to therapies that are allied to the 
Cognitive Behavioural model, there is evidence that those with a learning 
disability are able to respond to assessments and interventions that in the past 
have been limited to the adult mental health field of people within the normal
^ range of intelligence. It seems that these approaches do have to be tailored to this
particular client group in terms of the language and concepts that are used, 
although this really is no different to what is done in the adult population where 
the method and techniques of therapy would be tailored to the individuals needs 
and the formulation of the problem. With respect to depression, a full range of 
Cognitive Behavioural interventions were used and this led to improvements in 
the individuals concerned.
)  There are a number of methodological difficulties with these studies. Firstly, the
numbers involved are too small to allow little or no statistical analysis of the 
results of any measures. Further, the validity and reliability of what are mainly self 
reports are of limited value themselves. Thus controlled studies of much larger 
numbers need to be carried out in order to assess whether the approaches are 
truly valid for those with learning disabilities. A further difficulty is the studies 
have mainly involved participants who have mild or moderate learning disabilities.
This is particularly the case where a more cognitive approach has been used. It is
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reasonable to assume that those with more severe learning disabilities also have 
psychpathology such as depression, and further work needs to be done in order to 
be able to work effectively with these individuals. However, more behavioural 
approaches in the form of behavioural relaxation training have been used for 
individuals with severe learning disabilities. It must be concluded therefore that 
the evidence that those with a learning disability can benefit fi*om the full range of 
therapies that are used with the general population is still equivocal.
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ACADEMIC SECTION
CHAPTER 3
YEAR TWO - ESSAY
CRITICALLY EVALUATE AT LEAST TWO 
THEORETICAL MODELS WHICH HA VE 
ATTEMPTED TO EXPLAIN THE LONG TERM 
IMPACT OF CHILD SEXUAL ABUSE
Mary Maimmg__________________________________________________ Year Two - Child Essav
INTRODUCTION
Over the last 15 years research into childhood sexual abuse has expanded as the 
taboos about this sensitive area have been lifted. This has not only looked at the 
immediate and short term effects of the abuse, but also has included a body of 
literature about the long term effects of having been sexually abused as a child.
There are a number of issues that need to be considered before two models of the 
long term effects of childhood sexual abuse are considered and evaluated. These 
 ^ include a discussion of the problems in the research of the definitions, the
methodological differences in studies, and a summary of the long term effects of 
childhood sexual abuse that have been found.
Salter (1988) discusses the definitional issues, and proposes that the main 
dimensions of variation are in terms of contact versus non contact abuse, the 
difference between the minimum age of the perpetrator and the maximum age of 
the victim and, related to this, the age differential. A further area is the use of 
)  force in the abusive incident.
The differing definitions of what an abusive incident is has an effect on the 
prevalence figures given in studies. For example, Wyatt and Peters (1986) 
considered a cohort of the general population of women under the age of 17.
They found that the percentage of contact abuse incidents was 38 - 42%, and 
when non contact incidents such as voyeurism or flashers were included then it 
rose to 54%. When the offender is defined as an adult, Fromuth and Burkhart 
(1987, cited in Salter 1988) found that the rates of contact versus non contact
34
Mary Manning__________________________________________________ Year Two - Child Essav
abuse did not vaiy; they were 20 - 24%. However, others do not consider that the 
abuser need be an adult for there to be an abusive relationship (e.g. Russell 1984). 
Finkelhor (1979, cited in Browne & Finkelhor 1986) argued that it is important 
that there is an age discrepancy between the victim and the abuser as this reflects 
the power imbalances that occur when an incident is abusive, as opposed to 
normal and voluntary sex play among age mates.
There are also differences in prevalence rates found when different types of 
sample are used in studies. Probability samples that examine the general 
population are better estimates of prevalence than subgroups of it such as students 
which make it harder to generalise to larger populations.
Furthermore, there are differences in the method of data gathering. Greater 
prevalence has been found when participants are interviewed, especially by skilled 
and trained interviewers rather than telephone interviews or pen and paper 
questionnaires.
There have been attempts to take account of the differences seen in symptoms 
between individuals in terms of differences in the abuse (e.g. age of onset, identity 
of the perpetrator). While fi’equently the results have been equivocal, the type of 
abuse has been related to the severity of symptoms seen, such that those who had 
intercourse suffered more than those that did not. Further, the identity of the 
perpetrator has been found to be significant. Thus the closer to the individual that 
person was, the greater the severity of the symptoms.
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Peters (1988) found that the number of contact abusive incidents were the best 
predictor of psychological difficulty (a sum of various outcomes scores such as 
number of major depressive episodes and current mood). Also related to 
psychological difficulty was the duration of the abuse and being older when the 
last incident occurred. He reports that lack of maternal warmth was strongly 
related to the occurrence and severity of the abuse and this was the strongest 
predictor of psychological difficulty in adulthood.
V The most common symptom of the long term effects of abuse is that of depression
(Cahil et al 1991). Low self esteem is prevalent in those who have been sexually 
abused. Jehu (1988) has done a lot of work on the distorted beliefs and cognitions 
of individuals who have been sexually abused as children. 92% of his sample 
thought it was dangerous to get close to people because they will hurt or harm 
you. Herman and Hirschman (1981) found that 60% of the father daughter incest 
victims reported a predominantly negative self image, compared with 10% of 
controls whose father’s behaviour was seductive but of a non-contact nature.
^ Briere and Runtz (1987) found that those who had been abused were significantly
more likely to be taking psychogenic medication, have a history of addictions and 
have made at least one suicide attempt in the past, and be revictimised. These 
results are similar to those of Peters (1988) who also discusses the positive 
relationship with contact abuse and the likelihood of a major depressive episode, 
and alcohol or drug abuse.
Cahil et al (1991) reviewed the long term effects of childhood sexual abuse. She 
finds problems with sexuality, in common with other studies that are typically
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about arousal and enjoyment or sex. Herman and Hirschman (1981) discussed 
how some survivors have periods of promiscuity and celibacy. Those who have 
been abused have difficulty in relationships having problems with distinguishing 
affection from sexual advances.
Further problems in relationships are also apparent. These include the inability to 
trust or love others, fear of being abused or abandoned and feeling undeserved. 
Courtois (1979) found that 79% of those in his sample who had been incestuously 
abused had moderate to severe problems in relating to men.
There is also an issue of revictimisation and stemming from this are also marital 
and family problems. Briere (1984, cited in Finkelhor 1987) found that 49% of his 
sexual abuse sample were battered in adult relationships when compared with 
17% of the non abused sample. Russell (1983) found that 40 - 62% of those who 
had been abused were sexually assaulted by their husbands compared with 21% of 
her control group. Jehu (1988) found that some survivors find it difficult to cope 
with the demands of children, in expressing affection for them and are confused in 
how to respond to them.
A sense of stigmatisation was reported by Briere (1984, cited in Finkelhor 1987) 
in 64% of those attending a health clinic who had been abused, compared with 
49% of a non abused control group. Incest victims can also have extreme 
emotional reactions to the abuse. Typical feelings are guilt, anger, and self blame.
The feelings of powerlessness and helplessness are also cited frequently by 
survivors.
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PTSD has been found to be a significant symptom of those who have been 
abused. Kendall - Tackett et al (1993) found this to be manifested by the majority 
of victims with rates o f20 - 30%.
Hence there are a wide variety of difficulties that survivors of childhood sexual 
abuse experience. There are few explanatory models of these effects. Some of 
those that have been given are PTSD (e.g. Wolfe et al 1989), Traumagenic 
Dynamics (Finkelhor 1987), Post sexual abuse trauma model (Briere & Runtz 
1987) and that of Putnam and Trickett (1993) . I will consider the first two 
models here.
POST TRAUMATIC STRESS DISORDER
The concept of using PTSD for an explanatory model of the long term effects of 
childhood sexual abuse has been proposed by a number of authors (e.g. Courtois 
1986).
The DSMIHR (APA 1987) criteria for PTSD are summarised as :
1. Experiencing a specific event or series of events that are traumatic.
2. The event is outside the range of usual experiences.
3. The person suffering has persistent re- experiencing of the event ( e.g. 
flashbacks, nightmares).
4. The sufferer persistently avoids experiences or events that are related to the 
initial one.
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5. Arousal is persistently increased.
6. The duration of the difficulties is at least one month.
There are two main models of the development of PTSD when there is a 
traumatic event. Mowrer’s two factor theory (1960, cited in Foa et al 1989) has 
been used to explain the clinical symptoms of PTSD (e.g. Jehu 1991). Thus the 
stimuli associated with the event are classically conditioned to acquire anxiety 
provoking properties, and, further, through second order conditioning and 
generalisation other stimuli also become triggers for anxiety. A second stage of 
avoidance becomes a learned response in order to control the levels of anxiety and 
negative effects associated with the stimuli. Thus escape behaviours are negatively 
reinforced, and the individual never learns that habituation can occur with 
continued exposure to the stimuli.
Secondly, there are cognitive theories about the effects of trauma. Thus 
someone’s beliefs about the world will change the effect of a traumatic event.
These can be divided into the learned helplessness paradigm, and information 
processing theories.
Peterson and Seligman (1983, cited in Foa et al 1989) draw parallels between 
learned helplessness and victimisation. Both are precipitated by uncontrollable 
aversive events and lead to generalised beliefs about the world, behavioural 
deficits and beliefs about the futility of future responses. They consider that this 
can account for the reduced self esteem and self blame that can occur in PTSD
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sufferers. This is also a typical reaction to sexual abuse (e.g. Kendall - Tackett et 
al 1993).
Considerable amounts of research have examined the effects of uncontrollable and 
unpredictable situations on individuals, although no one has directly studied the 
relationship between PTSD and learned helplessness. Glass and Singer (1972, 
cited in Foa et al 1989) found that typical results of uncontrollable and 
unpredictable events on animals are sudden outbursts of aggression, attempts to 
escape, intense agitation, lethargy, passivity and withdrawal. Not only do these 
effects mirror some of those of PTSD, but also some of those of survivors of child 
sexual abuse.
An Information processing theoiy of PTSD is proposed by Foa and Kosak 
(1986). They describe a model of a programme of escape behaviour proposed by 
Lang (1979, cited in Foa et al 1989), where, contained in memoiy is both the 
stimulus and response elements of escape behaviour. Thus this ‘fear structure’ will 
also contain information about the meaning of the event to that particular 
individual and it is this that mediates the PTSD effect. So, if ones most basic 
concepts about trust and safety are violated, the effects would be worse than if 
less significant concepts had been broken. This is consistent with other data that 
suggest that intrafamilial abuse has worse long term effects than extrafamilial 
abuse (Finkelhor and Brown 1986).
Other information processing theories discuss how re - experiencing phenomena 
are a result of inadequate processing of the traumatic event. Horowitz (1979, 
cited in Wolfe et al 1989) assumes a basic aspect of information processing is that
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of the ‘completion tendency’. Information that does not fit with an existing model 
is reinterpreted or the model changed until there is concordance. Thus until this 
occurs with the traumatic event, it will intrude into consciousness. Although the 
tendency to numb and avoid this re - experiencing helps to overcome the extreme 
distress and anxiety, it also stops the further processing of the memory. He 
proposes that this occurs on a continuum from normal memory to those of 
traumatic events that lead to PTSD.
Empirically, PTSD has been seen as the most common symptom in survivors of 
childhood sexual abuse, although when survivors of ritualistic sexual abuse are 
removed from the sample, with the rationale that they were unusually severely 
abused, then the percentage of victims with symptoms of PTSD falls to the levels 
of other symptoms such as poor self esteem (35%), promiscuity (38%) and 
general behaviour problems (37%).
Conceptually, the theories of PTSD are well developed, providing a generalised 
theory of traumatic development, with well articulated processes that are involved 
(Kendall - Tackett et al 1993). One is able to look at the effects of childhood 
sexual abuse in a structured way.
The theories are able to explain clearly this part of the symptomatology of the 
effects of childhood sexual abuse. Horowitz’s continuum between normal memory 
to the traumatic events, particularly, and the theory more generally, provides a 
basis for normalising the experiences of those that have been sexually abused. This 
is seen to be important as one of the consequences of the secretive nature of 
abuse is that the individuals involved often feel that they are alone and stigmatised
41
Mary Maiming__________________________________________________ Year Two - Child Essav
by this. It also challenges the notion that sexual abuse is self inflicted. Others (e.g.
Jehu 1991) have also felt that this is important. The theoiy is further able to 
explain phenomena such as dissociation and depersonalisation that are seen in 
some individuals, and at its most extreme in Dissociative Identity Disorder.
Further, the importance of sexual abuse is raised in peoples consciousness as this 
mode of formulation allows childhood abuse to become a well recognised 
stressor.
Stemming from this model of the long term effects, there is a clear treatment using 
a cognitive and behavioural approach that has been well documented (e.g.
Hodgkinson and Stewart 1991).
The evidence against using PTSD as a model for conceptualising the long term 
effects of childhood sexual abuse is wide ranging. Evidence that the problems 
exhibited in PTSD are not all of the problems that are seen in survivors is 
frequently cited. Other frequent difficulties apart from PTSD are those of 
sexualised behaviour and depression (Kendall - Tackett et al 1993). For example, 
Kilpatrick et al (1986, cited in Finkelhor 1987) studied 126 survivors of childhood 
sexual abuse. At the time of the study, only 10% had PTSD symptoms, and only 
36% had ever had such difficulties.
While Herman (1992) still uses PTSD as the basis of her model, she proposes that 
there should be a further categoiy of “Complex PTSD” to account for the clinical 
observations of differences with those who have been subject to prolonged and 
repeated trauma compared to those who have undergone a discrete event that has 
caused PTSD symptomatology. Thus she considers that the symptoms seen in the
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survivors childhood sexual abuse are more complex, diffuse and tenacious, that 
they cause personality changes and make those individuals vulnerable to repeated 
harm that is both self inflicted and at the hands of others. Finkelhor also agrees 
that the objections to PTSD could be accommodated by widening the definition of 
PTSD, but thinks that at this point PTSD no longer becomes a discrete syndrome 
and would lose its usefulness in conceptualising the long term effects of childhood 
sexual abuse.
There have been criticisms of this Mowrer’s theory of PTSD. The theory cannot 
address the startle response that is so often seen in PTSD sufferers (although 
notably this does not occur in those who are survivors of childhood sexual abuse).
Foa et al (1989) compared PTSD formulations with the theories associated with 
phobias. If startle responses are a consequence of high tonic arousal then learning 
cannot account for them as high states of arousal are seen in those suffering from 
a phobia. Startle responses are not seen in those with phobias and thus this seems 
limited as an explanation on it’s own. It is also unable to explain some of the re - 
experiencing phenomena such as nightmares that occur out of consciousness.
There are also conceptual difficulties with Foa and Kosak’s (1986) 
conceptualisation of PTSD. It does not easily indicate specific behaviours that 
would be the result of such a shattering of meaning. It can be hypothesised that 
depression, which Beck et al (1979) considers to be related to loss events would 
be a strong contender, and therefore can be related to a veiy significant symptom 
of the effect of childhood sexual abuse but not of PTSD. There are other effects
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of childhood sexual abuse such as sexualised behaviour which cannot be explained 
by this theory.
With reference to Horowitz’s (1979) model of PTSD, only some of the symptoms 
that survivors of child sexual abuse exhibit (such as flashbacks and re enactment 
of abuse) can be explained. Further, only some survivors show re experiencing 
phenomena. It is unable to explain feelings of anger, worthlessness and self blame.
Finkelhor (1987) considers that the main area of the trauma in PTSD is described 
in the affective domain, but in survivors of sexual abuse the main problems see are 
in the cognitive domain. Certainly authors (e.g. Jehu 1991) suggest that there are 
distorted beliefs about the world and others as a result of abuse. Hence the social 
context of the abuse is significant, with evidence from Waterman (in press, cited 
in Kendall - Tackett et al 1993) that those who had least symptomatology were 
those whose mothers were most supportive and whose families had less strains, 
enmeshment and expressions of anger.
TRAUMAGENIC DYNAMICS
Finkelhor (1987) proposed a model of Traumagenic dynamics in order to explain 
the long term effects of child sexual abuse. This contains four components. These 
are traumatic sexualisation, betrayal, stigmatisation and powerlessness. He defines 
a traumagenic dynamic as “an experience that alters a child’s cognitions or 
emotional orientation to the world and causes trauma by distorting the child’s self 
concept, world view or affective capacities”.
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Traumatic sexualisation is described as “sexuality that is shaped in 
developmentally inappropriate and interpersonally dysfunctional ways”. He 
described a number of processes by which this occurs. Firstly, children who are 
sexually abused may be rewarded for behaviour that is inappropriate, and thus 
children may learn that this behaviour is a way of manipulating others in order to 
get their needs met. Other ways that this occurs is that particular parts of the 
child’s anatomy are fetished and grow in importance and meaning. Children are 
confused and have misconceptions about sexual behaviour and morality. They are 
sexually traumatised, having frightening memories that are associated vrith sexual 
activity. As children, Finkelhor proposes that this has a number of effects. It will 
lead to sexual preoccupations, compulsive masturbation and sex play and 
knowledge that is inappropriate to the child’s age. As adults, this could lead to 
sexual problems with arousal and aversion to sexual relations and flashbacks.
The second traumagenic dynamic is that of betrayal. Here, the child realises that 
the person upon whom they were dependent wished to cause them harm. The 
important factor here is not necessarily the closeness of the relationship but how 
taken in the child was by the trust. They may not realise this at the time of the 
abuse, but do so later on in life. This is especially true when family members are 
the perpetrators and is particularly difiScult to resolve if they have felt that their 
mother was unable or unwilling to protect or believe them. Even if their parents 
were not associated with the abuse, parents are often thought of as omnipotent 
when a child and survivors will see their limitations as a betrayal. This can lead to 
the depressive symptomatology so often seen in adult survivors. It can foster 
dependency in younger victims and a search for a redeeming relationship. The
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processes involved are consistent with the histories of failed relationships and the 
problems with trust and the anger that is seen in survivors.
The third dynamic is that of stigmatisation. This occurs in several ways. The 
perpetrator may directly blame the victim, denigrate them and, indirectly, through 
the secrecy of abuse lay the blame at the hands of the victim. From others around 
them that reflect the views of wider society they find out that sexual abuse is 
deviant. In girls, the concept of “spoiled goods” is significant and in boys that they 
are homosexuals. The effects of such stigma and isolation is hypothesised to 
potentially lead survivors to move towards stigmatised areas of society. An 
example of this would be the drug misusing subculture. As has been stated 
previously, the prevalence rates for substance misuse in those who have been 
sexually abused is high. It can also lead to reduced self esteem and self destructive 
behaviours such as deliberate self harm and suicide attempts. These are all seen as 
possible effects of childhood sexual abuse.
The last dynamic is that of powerlessness. Not only are the child’s wishes over 
ruled, but they also experience threat of injury. Thus their bodily space is invaded, 
and there is violence or coercion which Finkelhor would conceptualise as a 
traumatic event, and thus this leads to PTSD - type symptomatology and the 
emotional aspects of the long term consequences of childhood sexual abuse.
Further to the initial abuse are later abuses such as separation from family, 
prosecutions and police investigations, none of which the child would have asked 
for or understand much about. Finkelhor thinks that there are clusters of effects of 
this dynamic. As well as the fear and anxiety with PTSD like symptoms, it leads to
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impaired coping skills and lowering of self esteem and revictimisation. There is 
also a compensatory reaction where the survivor has a need to control or 
dominate others, and in some people this leads to aggressive and abusive 
behaviour towards others.
Thus in this model, PTSD is incorporated as a part of the explanation. Finkelhor 
notes that the trauma is not “shattering” but is a distortion of assumptions. He 
also posits that the coping mechanism employed within the abusive situation can 
be adaptive (e.g. dissociation) but mechanisms can then become maladaptive 
when the child is no longer in the abusive situation.
Hazzard (1993) has empirically tested the hypotheses that are derived from this 
model of childhood sexual abuse. She incorporates some other theories into the 
hypotheses (Janoff Bulman and Frieze 1983, Taylor 1983, Drauker 1989), but 
largely uses that of Finkelhor. Following the presentation of a number of self 
report measures, a multiple regression analysis was used, and the results showed 
that sexual problems were best predicted by betrayal and sexual avoidance was 
predicted by traumatic sexualisation. The dynamic of betrayal was related to 
interpersonal problems, as predicted in the model, but was not found to be 
predictive of depression, and was unexpectedly associated with sexual problems.
Self blame and stigmatisation were best predicted by low self esteem and 
interpersonal problems, as seen in the model. Finally, powerlessness was 
associated with external locus of control and depression. This was consistent with 
the model, although it was not associated with anxiety despite this having been 
predicted. Instead, it was related to low self esteem. This was consistent with the
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adaptation model proposed by Drauker (1989) where increased mastery is related 
to less depression, higher self esteem and better social adjustment. Hence there is 
some empirical evidence for the four traumagenic dynamics, although the addition 
of other models adds to the explanation of results.
The traumagenic dynamics model does seem to explain more fully the wide 
variety of effects of sexual abuse that have been discussed previously. It is able to 
add to our body of knowledge about the long term effects of childhood sexual 
abuse, and is able to inform us clinically about the areas of investigation when 
presented with a cHent with difficulties resulting from childhood sexual abuse.
Evidence from Hazzard would suggest that some changes may be necessary in 
order to accommodate her findings into the model. There is little empirical 
investigation into the model which makes it more difficult to give an opinion 
about the applicability of the model to long term effects of childhood sexual 
abuse.
Clinically, although the model does have room for PTSD symptoms in the 
powerlessness dynamic, the mechanisms associated with some of the more severe 
symptoms of PTSD such as dissociation are not so well articulated. Finkelhor 
does not adequately articulate the processes that underhe the effects of sexual 
abuse when compared with the mechanisms seen in the PTSD formulation. While 
some of these are not fully understood, being associated with the development of 
the self concept, it is be important to be more clear about these in order to aid our 
understanding and provide further testable hypotheses.
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Rowan and Foy (1993) report that when this model is used as a diagnostic 
descriptor it’s use is limited as many cognitive characteristics that this focuses on 
are individualistic in nature.
Neither of the theories presented explicitly makes reference to the notion that 
childhood sexual abuse occurs in the context of development, and thus the stages 
that the child goes through are disrupted, and this influences a clients presentation 
and psychopathology.
CONCLUSIONS
There are a large number of effects of childhood sexual abuse that have been 
reported in the literature, and more recently models that attempt to conceptualise 
these. From these treatments can be divised and utilised. However, both the 
theories given here have limitations as well as advantages. The PTSD model is 
well articulated conceptually, although has limitations clinically. The model of 
traumagenic dynamics is more able to account for the data available, although 
conceptually has some drawbacks, and empirically has not been extensively tested.
Further studies would be helpful in terms of testing these theories further, 
particularly those that take a longitudinal sample and thus are able to account for 
the developmental and social context of the abusive experiences.
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YEAR TWO-ESSAY
WHAT FACTORS ARE INVOLVED IN  
SUICIDAL BEHA HOUR IN OLDER 
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INTRODUCTION
Statistics show that the older adult age group has the highest rates of suicide of 
the general population. In America, it has been found that the rates of suicide for 
the general population is 12.2 per 100 000 but for the older adult population this 
is 20.1 per 100 000. Cattell and Jolley (1995) cite the 1992 official mortality 
statistics for England and Wales and find that of the 3675 suicides during that 
years, 19% (688) are in the age group of over 65 years. With the recent targets 
published in the Health of the Nation document, it is important to consider what 
factors are involved in suicide in older adults in order to reduce these rates.
The rates of reported suicidç are considered to be lower than the actual rates as a 
result of fewer post mortems in this age group, and the reluctance of practitioners 
to declare a verdict of suicide. Further, some authors (e.g. Farebrow 1980, cited 
in McIntosh et al 1994) have suggested the concept of indirect life threatening 
behaviour where some older adults pursue a course of behaviour that hastens 
death, while not actively committing suicide. An example of this would be to 
refuse to eat or take medication.
The issue of how to define the older adult has been called into question (Lester 
1994, Leenaars 1992). Although many studies use the age of 65 years or more, 
this is a culturally bound definition, and usually is used because of the ease of 
finding data fi*om census records. However, Leenaars considers that age 55 or 60 
would be more meaningful in a psychological sense as this relates more easily to
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Erikson’s (1980) last developmental stage of Integrity versus Despair which he 
considers is associated with old age.
Many studies have considered demographic and epidemiological data into older 
adults suicide and these will be considered. Further, psychological factors, 
stressors, and social aspects that are involved in suicidal behaviour in the older 
adults population vrill be discussed.
DEMOGRAPHIC FACTORS
Demographic data that are factors in suicide in older adults show that there are 
disproportionate numbers of men who commit suicide when compared to 
women. Frierson (1991) states that the rates increase for men from age 60 years 
such that the male: female ratio is 12:1 by age 85 years, although between the 
ages of 16 and 55 the ratio os 3:1. One explanation is the more flexible coping 
styles and adaptational abilities of women compared with men (e.g. Canetto 
1992). Although conceptually this makes some sense in terms of social roles and 
values, there is no empirical evidence to support this contention. Others (e.g.
Lapierre et al 1992) have suggested that men use more lethal methods than 
women and do not seek help so readily when they have problems.
The marital status of people who commit suicide is also considered a factor.
Marriage is thought to be protective (Cattell and Jolley 1995), and bereavement is 
associated with suicide attempts (see later). There have been higher rates of 
suicide observed in Protestant individuals compared with Catholics and Jews
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(Glass and Reed 1993), and the same authors note that the rates for Afro 
Americans are also very low. They suggest that there is more involvement in the 
Church, family and the community, although this argument seems to be 
speculative with no control group comparisons. Blazer (1991) has also noted that 
the rates for white men are especially high. Social class as a risk factor in suicide 
has been little researched for the older adults, although Blazer (1991) also notes 
that there is a negative relationship with income status of men and suicide. He also 
notes that a risk factor for successful suicide is that of a previous attempt.
It is commonly considered that the lethality of older adult suicide is greater than 
that of younger suicides, meaning that those that do attempt suicide are more 
likely to succeed. This has been explained in terms of a greater intent to die.
Hence the ratio for attempts to success in all ages in America is 10:1, but in those 
over 65 years it is 1:1 (Frierson 1991). Other factors apart from intent that are 
thought to play a role are the delays in discovery, and organic brain syndromes 
that impair judgement.
PSYCHOLOGICAL FACTORS
Schneidman (1985, cited in Walsh & Rosen 1988) provides a definition which 
incorporates 10 commonalities of suicide that he thinks are seen in suicidal acts of 
all ages. These are that there is a common stimulus where there is unendurable 
psychological pain and suicide is seen as the escape from this. There is also a 
common stressor where suicide can be seen in terms of frustrated psychological 
needs, and also that there is a common purpose where suicide is seen as the only
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possible solution to an insoluble dilemma. The common goal indicated in suicide is 
the cessation of consciousness, and the emotion that Schneidman considers to be 
common is that of hopelessness and helplessness. This has many commonalties 
with the cognitive formulation of depression and suicide that Beck et al (1982) 
discusses. The internal attitude is that of ambivalence where there is a desire for 
death and yet at the same time a hope of rescue. However, as will be discussed 
later, this point is in contention with the data suggesting that in older adults there 
is a greater desire to die, and hence less ambivalence compared to younger 
people’s suicidal acts. The cognitive state is constriction where there is 
dichotomous thinking, and the act of suicide is seen as interpersonal in terms of 
communication of intent. The common action is seen as escape, and it is seen as 
consistent with the manner in which that individual has led their life in terms of 
coping patterns. Many of these themes are reiterated below, but Schneidman has 
brought these together to form a useful description of the psychological factors 
that are generally significant in suicidal acts.
Leenaars (1992) has studied the suicide notes of older adults (age 55 years or 
more) using independent judges to evaluate whether generated hypotheses match 
the data provided. He discusses a number of differences between these suicide 
notes compared to young (age 18 to 35) and middle aged adults (age 25 to 55).
The factors that he sees as important are long term instabihty where those that 
commit suicide at older ages describe a history to their death and discuss long 
term problems. He considers that they are unable to adapt to their history. This is 
consistent with other theories of older adult suicide such as Clark (1993 - see
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below). He also notes lower levels of ambivalence and that there is less evidence . 
of indirect communication such as redirected aggression. These people have less 
confusion and fewer contradictions and distortions as judged by clinicians. He 
considers that there are still problems in establishing and maintaining relationships 
especially where bereavement is an important issue.
From a psychological autopsy study of 73 older adults who committed suicide,
Clark (1993) suggests a model derived from his data that has 7 stages and starts 
with a life long “character fault” which means that they are not able to adapt to 
the ageing process as a result of unfinished conflicts in the areas of Erikson’s basic 
trust versus mistrust, autonomy versus doubt and industry versus inferiority. He 
suggests that the cumulative strain of stressors associated with the ageing process 
(such as loss of social roles and physical dechne) means that there is a 
“narcissistic crisis of ageing” which is a stream of angry denial, a refusal of help 
and suicidal communications. This is compounded if there is a depressive episode, 
use of psychoactive medication or chronic abuse of alcohol. A further triggering 
event means that the defences are dropped and there is an overwhelming state of 
panic and rage and this is what leads to a suicidal crisis and the act. While this 
theory is one of the few that are presented in the papers available, and includes 
some interesting factors that are involved in suicide, it is unclear by what method 
this theory has been derived from the available data, and whether it is 
generalisable to other samples of suicidal acts in older adults.
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As noted above, depression and more generally mental illness has been cited as a 
factor associated with many suicidal acts in older adults. This was noted in 96% 
of a sample of deliberate self poisoners aged over 65 years compared to 66% of 
the sample of young and middle aged adults. However, the older adults were not 
more likely to have received psychiatric treatment for their condition (Merrill and 
Owens 1990). In a retrospective study of suicide attempts (Frierson 1991) by the 
old (60 - 79 years) and very old (80 - 90 years), overall, 47% of the older adults 
had a psychiatric history while 36% of those who attempted aged under 60 years 
did. The rates decreased vrith increasing age. In the under 60 age group there 
were more cases of schizophrenia and personality disorder rather than depression, 
alcohol abuse, adjustment disorder and dementia. There are however, questions 
about whether there are differences between the group that attempts and does not 
complete suicide and the group that does complete it. What is clear is that a 
previous attempt is a predictor of future completion, and that those older adults 
who complete use methods that are highly lethal, and as such it is reasonable to 
say that those who attempt suicide are at high risk of completing (Lyness et al 
1992). So, these groups are likely to be similar, but there is no empirical evidence 
that this is the case. Indeed, De Leo and Ormskerk (1991) report that there are no 
differences in the rates of suicide attempts for men and women, as has previously 
been discussed, more men than women complete suicide.
Cattell and Jolley (1995) found in their retrospective diagnoses of coroner’s 
verdicts of suicide that 61% could be considered as having a clinically 
recognisable depressive state before they died. Their criteria for this was that if a
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GP or psychiatrist had made the diagnosis or that at least 2 or more respondents 
had cited 2 or more symptoms. They also found one case of dementia, one of 
schizophrenia and two of alcohol dependence. Richardson et al (1989, cited in De 
Leo and Ormskerk 1991) are reported to consider that depression is the major 
risk factor in suicide and is heightened by losses, alcohol and drug abuse, 
psychosis, cognitive decline and chronic disease. Blazer (1991) concurs with this 
view that the comorbidity of a mood disorder and alcohol dependence places 
older adults at greater risk of suicide.
Lapierre et al (1991) compared those with suicidal tendencies with those who did 
not have them, and found that those who had a high suicidal potential had 
significantly higher scores on their geriatric depression scale than those that were 
not suicidal. Osgood (1992) relates how alcohol has a depressant effect, 
exacerbating feelings of sadness that are associated with depression, and also a 
disinhibitive effect which may increase an individual’s impulsiveness and hence the 
risk of aggression against the self. She also cites Murphy (1986) who discusses 
the lifetime risk of suicide in those who are alcoholic as 15% compared to the 
general population of 1%. Drug use was also considered significant in a study by 
Rich et al (1986), but De Leo and Ormskerk (1991) consider that the figure for 
deaths by suicide in alcohol dependent people drop by nearly a half over the age 
of 65 years. However, Hawton and Fagg (1990) suggest that it is still a risk factor 
in suicide.
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Hence, although the data is mixed about the significance of alcohol dependence in 
relation to suicide in older adults, it has been implicated many times and more 
carefiil research would be enlightening. It is more clear from repeated studies that 
mental illness, and particularly depression is a significant risk factor in suicide for 
older adults.
STRESSORS
Life stressors, and particularly loss events have been suggested as factors in older 
adult suicides. Retirement, and the adjustment that is required to this has been 
cited. McIntosh et al (1994) suggest a list of changes that include loss of social 
roles, economic potential, selfesteem and independence. Lyons (1984) reports 
that it generates a feeling of loss of control in men which is significant when 
placed within the learned helplessness model of depression, which is related to 
suicide. The differences in the rates of older adults suicide is described in terms of 
the adaptation seen at this time of life where women have more roles throughout 
their life, and thus have a more adaptive coping style compared to the more rigid 
and controlling males who only have work as their means of self esteem (Canetto 
1992). However, others (Atchley 1976, 1980, cited in McIntosh et al 1994) have 
suggested a pattern of euphoria after retirement and then later difiiculties, and 
finds no rise in the rates of suicide at retirement age that would be expected from 
this theory.
Bereavement has also been found to be a risk factor for suicide in older adults. Li
(1995) found that the rates of suicide were 40.4 per 100 000 in those who were
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widowed compared to 28.7 per 100 000 who were married, thus giving a relative 
risk of 1.4 for suicide in those over 60 years. This can also be through the 
mediating effects of depression (Clayton 1974).
Several authors have suggested the notion of unregainable losses (Hendin 1969) 
as a factor associated with suicide. Hence older age is unlike younger ages where 
there is a chance to change one’s life course and the hope of treatment (Leenaars 
1992). Charron et al (1984) considers that older adults are more vulnerable to 
suicide as a result of an accumulation of losses which is made worse by sudden 
events and the ineffectiveness of adaptation skills.
However, Clark’s (1993) view contrasts with these authors. Using a standardised 
life and social stress scale he did not find unusual degrees of stress in the previous 
year of life, with only 7% having been widowed and 5% with financial difficulties. 
Unfortunately no more details about the questionnaire are given, and no control 
group used.
A further stressor that has been found to be a factor in the suicidal behaviour of 
older adults is that of physical illness, and frequently related to this, pain. Frierson 
(1991) found that in his retrospective sample of suicide attempters, half had 
chronic medical illnesses and he considered this to be a major precipitant in 
suicide. The most distressing aspect of the illnesses were reduced functioning and 
the medication. The most common diseases were heart conditions and chronic 
obstructive pulmonary disease. Cattell and Jolley (1995) found in their sample of
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completers that most had physical health problems, with 8% having severe 
cardiovascular disease and 4% being described as bed bound. However, the 
severity of the illnesses were unable to be assessed, and there is no data in any of 
the studies of control groups where rates of physical illness in other populations 
could be compared. Dorpat and Ripley (1960) found chronic illness in 70% of 
their sample, and De Leo and Ormskerk consider that cancer and terminal 
illnesses may be related to suicide, although hospitalisation may be a protective 
factor due to the inaccessibility of methods. Conwell et al (1990) find the belief of 
having a serious illness was present in those who commit suicide although it 
actually was not present. The relationship of physical illness with depression has 
been noted (e.g. Butler and Lewis 1982, cited in McIntosh et al 1994), although it 
is hard to say whether this is the cause or effect, or comorbid with the physical 
health problems. The effects of physical illness have also been considered, for 
example, the lack of mobility and consequent isolation, potential hospitalisation 
and view of the future (Lapierre et al 1992).
Clark (1993) disagrees with the evidence that physical illness is a risk factor in 
suicide, and found in his study that 14% of his sample were terminally ill, and 
23% had severe chronic medical illnesses. How he is able to be a proponent of an 
alternative view when there is, again, no comparison group is puzzling. A further 
issue when considering older adults and physical complaints is that often they will 
present as having physical problems although in fact these are somatic expressions 
of psychological problems.
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Pain has also been related to suicide. While Schneidman (1985, cited in Walsh &
Rosen 1988) looks at intolerable psychological pain, most authors have 
considered physical pain, in relation to illness. McIntosh et al (1994) think this 
may increase feeling of helplessness and hopelessness, and related to this, 
depression. Cattell and Jolley (1995) found that 27% of their cases complained of 
pain and this was described as severe in 16% of them. Barraclough (1987) notes 
that although some physical disorders have an association with suicide, usually a 
mood disorder has a mediating effect. It is clear that there are interrelationships 
between physical illness, pain, depression and suicide.
Dementia has been cited as a factor in some suicides, although McIntosh et al 
(1994) note that the effectiveness of the attempt may be reduced as a result of 
confusion. Frierson (1991) found this problem in one of his participants. The issue 
of rational suicide and assisted suicide are relevant in this case, although outside 
the remit of this discussion.
Vassilas and Morgan (1994) studied the contacts of those older than 65 years 
with their GP’s who completed suicides during a 20 month period. They found 
that significantly more of these people had seen their GP in the 4 weeks before 
suicide when compared to those under 65 years. The rate was 68% compared to 
32% for the younger group. Twelve of these 22 individuals had a history of 
psychiatric contact and 13 were currently taking medication, mostly 
antidepressants.
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SOCIAL FACTORS
The factor of social isolation is also cited frequently as related to suicide in the 
older adult population. De Leo & Ormskerk (1991) considers that social support 
has a buffering effect for the stress produced by life changes and ill health.
Lapierre et al (1992) discuss the deleterious effects not only of physical isolation 
but also the isolation associated with deficits such as visual and auditory 
impairments. Miller’s (1979, cited in McIntosh et al 1994) study found that those 
who committed suicide were visited once a month compared to those that did not 
commit suicide who were visited more than once a week. McIntosh et al (1994) 
discuss the isolation produced as a result of bereavement and they describe how 
Jarvis and Boldt (1980) found that those who attempt suicide are more likely to 
live alone. However, others (Conwell et al 1990) found that 65% of their sample 
lived with others and hence the empirical evidence for this proposition is 
equivocal. Proudfoot and Wright (1972) think that as a consequence of the 
isolation they are less likely to be found in time following an attempt to be saved, 
and this contributes to the higher rates of completed suicide in the older adult 
population.
Osgood (1992) has considered the suicide rates in long term care facilities. She 
sent postal questionnaires to the administrators of institutions, and found that 
fewer suicides were seen in those with lower staff turnovers, higher costs per day, 
smaller resident populations and public or private (compared to “religious or 
other”) homes. However, she considers a number of difficulties with postal 
questionnaires and the biases that may be produced, especially where
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administrators may be unwilling to publicise suicides. Her sample did not solely 
comprise older adults.
CONCLUSIONS
Thus there are a number of factors that are involved in suicidal behaviour in the 
older adult population. These include some psychological and social stressors, and 
demographic details have been investigated. The major ones include depression, 
physical illness, and losses, especially bereavement. Being an older adult itself is a 
risk factor in suicide, especially if you are male and white. It is also more likely 
that an older adult will successfully complete the act. There are however, a 
number of limitations of the studies that currently have been published in terms of 
few control groups, methodological limitations and few studies have used more 
sophisticated statistics than descriptive statistics.
The implications for directing preventative interventions to this age group are 
important, and more research should be carried out in order for appropriate 
programmes to be considered by purchasers and providers of services.
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INTRODUCTION
There has been growing interest recently into the relationship between trauma and 
dissociative disorders, and this is reflected in the proliferation of the current 
literature about dissociative disorders. However, this relationship is not well 
articulated which is a function of the complex nature of the processes involved 
both in the development and maintenance of dissociative disorders and the current 
limitations in research methods for complex, multifactorial models. This paper 
reviews the current literature in answering the question.
Even to start with there are complex issues with respect to defining trauma, 
dissociative disorders and dissociation. It is for this reason that sections are 
dedicated to these issues before a discussion of the relationships that have been 
found. The empirical relationship will be considered, and subsequently the 
theoretical models that provide associations between traumatic events and current 
dissociative phenomena, often using the process of dissociation as a mediator. A 
synthesis of these models will then be proposed. This takes the common themes 
from each of the previously proposed models and shows it in diagrammatic form. 
Techniques for the treatment of dissociative disorders will then be considered 
that stem from these models.
DEFINING TRAUMA
The definition of trauma that is given in the DSM IV(APA, 1994) criteria for Post 
Traumatic Stress Disorder (PTSD) is as follows:
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1. the person experienced, witnessed or was confronted with an event or events 
that involved actual or threatened death or serious injury, or threat to the physical 
integrity of the self or others.
2. the person’s response involved intense fear, helplessness or horror.
This is the definition this paper will use. However, in the literature to be 
discussed, further distinctions within the broad category of trauma have been 
made. Terr (1991) has distinguished between Type I and Type II traumatic 
events, where Type I is the result of a sudden blow, and Type II is from long 
standing and repeated ordeals. Others have also made similar distinctions both in 
terms of the temporal nature of the traumatic events, and the types of trauma that 
result. Van der Kolk et al (1996a) distinguish between early onset interpersonal 
abuse (physical or sexual), later onset interpersonal abuse and disaster only. In a 
similar way Chu and Dill (1990) distinguish between single event trauma, physical 
abuse and child sexual abuse.
Foa and Hearst - Ikeada (1996) divides traumatic events into a variety of 
experiences. These are war, assault, abduction, accidents, natural disaster, 
witnessing trauma, and abuse.
The assumption behind such distinctions in traumatic experiences is that there are 
different reactions to the events, depending on various aspects of the event.
However, as can be seen in the DSM IV definition, the responses of individuals to 
the events are also veiy important in defining a trauma. Horowitz (1983) notes the
74
Mary Manning______________________________________________ Year Three - Specialist Essay
importance of cognitive mediation in defining trauma. With respect to this 
discussion, the issue of hypnotisability and dissociation will be discussed as an 
individual difference that mediates the effects of trauma. Few others are given in 
this literature.
DEFINING DISSOCIATIVE DISORDERS 
The process o f  dissociation
Various authors define the process of dissociation. For example, Butler et al 
(1996) describe it as
“a structured separation of mental processes that are ordinarily integrated in and 
accessible to conscious awareness”.
Spiegel and Cardena (1991) are specific in the mental processes that can be 
dissociated. These are thoughts, emotions, connation, memoiy and identity.
Butler et al (1996) give a clearer indication of the clinical difficulties that have 
been documented in the literature, and they describe dissociation occurring in 
perception, behaviour, affect, memory and identity.
Some authors have described the ability to dissociate on a continuum fi-om normal 
dissociation that is useful in everyday life to pathological dissociation which has 
Dissociative Identity Disorder (DID) as the extreme (Irwin 1994). People have 
included Borderline personality disorder on this continuum, as a less severe form 
of DID (e.g. Chu and Dill 1991). Others, however, have not agreed with the
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notion of a continuum as they do not think that dissociated experiences are able to 
be integrated within reflective consciousness (Spiegel and Cardena 1991), thus 
they are distinct from normal dissociative experiences.
Van der Kolk et al (1996b) describe 3 levels of dissociation within PTSD. Primary 
dissociation is described as when during a traumatic incident, the individual’s 
attentional focus is constricted, and they are unable to integrate all elements of the 
trauma into a personal narrative. They explain how this is able to cause 
fragmented memories of the trauma and these are reflected in intrusive 
recollections, nightmares and flashbacks of the traumatic incidents. Secondary 
dissociation is described as depersonalisation and derealisation that may occur 
during the traumatic event. Further, they describe this as a dissociation of affect, 
drawing parallels with peritraumatic dissociation (this is described as dissociation 
during the trauma, Marmar et al 1994). This form of dissociation allows the 
individual to continue in life as if nothing has happened to them. This includes 
depersonalisation, derealisation, focusing of attention, and automatisation of 
behaviour. Tertiary dissociation is when there are distinct ego states that contain 
dissociated identities that include cognitive, affective and behavioural patterns.
This is when someone has Dissociative Identity Disorder (DID).
This scheme is useful to the extent that it looks at the severity of the dissociation, 
but there are a number of criticisms. Firstly, it does not include the full range of 
dissociative phenomena known to exist. For example, it does not describe where 
trance states (dissociation of behaviour according to Butler et al 1996) would be
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placed. Further, when relating this to PTSD symptomatology according to the 
DSM IV, both depersonalisation and intrusive imagery are included. However, as 
noted above, there will be individual differences in the symptoms found, and 
differences in the responses to trauma. Thus some people may experience 
depersonalisation but not flashbacks to a less severe trauma, and others the 
reverse. This scheme does not provide the flexibility to show that this is possible.
Dissociative phenomena
Vrithin DSM IV (APA, 1994), a new section has been given to the Dissociative 
disorders. Here a number of disorders are described, and these are Dissociative 
Amnesia, Dissociative Fugue, Dissociative Identity Disorder, Depersonalisation 
Disorder, and Dissociative Disorder Not Otherwise Specifled. DSM IV also notes 
that dissociative symptoms are also seen in Acute Stress Disorder, PTSD, and 
Somatisation disorder.
With respect to PTSD, there is confusion over what are the symptoms that reflect 
dissociative phenomena. This in turn reflects the conceptual difficulties found in 
the DSM rV definition of PTSD (e.g. Foa et al 1995). Within the DSM IV 
deflnition of PTSD, there are 3 categories of symptoms; re - experiencing 
phenomena, avoidance and numbing, and increased arousal. However, some of 
the symptoms seen in the first 2 categories can be described as dissociative 
phenomena (for example, flashbacks, feelings of detachment and estrangement 
from others). Foa and Hearst - Ikeada (1996) note that it is important to 
distinguish between dissociation, denial, avoidance and numbing. After looking at
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the assessment measures of dissociation and PTSD, they consider that 3 of these 
phenomena can be seen. Dissociation includes derealisation, depersonalisation and 
memory loss. Numbing is the absence of affect in emotional contexts and 
avoidance is effortful cognitive avoidance. However, it is clear that the more 
general definition of dissociation given at the start of this section would include 
numbing as a dissociation of affect.
As much of the literature available discusses dissociative phenomenology more 
generally, and there is still conceptual confusion between diagnostic criteria and 
clinical experience, this paper will describe dissociative phenomena that are found 
both in the dissociative disorders as described in DSM IV, and in PTSD.
THE EMPIRICAL RELATIONSHIP BETWEEN TRAUMA AND 
DISSOCIATIVE PHENOMENA
The literature clearly describes a relationship between peritraumatic dissociation 
occurring during a trauma and PTSD later on. As we have seen, at least some of 
the symptoms of PTSD can be described as dissociative phenomena.
Bremner et al (1992) studied a group of Vietnam Combat veterans. They 
measured dissociative experiences, the level of combat exposure and PTSD 
symptomatology. They also used retrospective reports for dissociative 
experiences at the time of the trauma (peritraumatic experiences). Results showed 
that those who had a diagnosis of PTSD scored twice as highly on the 
Dissociative Experiences Scale than those who did not receive a diagnosis of
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PTSD. Further, they found a relationship with dissociation at the time of the 
trauma and the development of PTSD. Combat exposure did not account for the 
high levels of dissociation in those with PTSD, and they hypothesise, as many 
others have, that the degree of hypnotisability of the individual predisposes them 
to dissociate during traumatic events. An example of this is the study by Spiegel et 
al (1988) where they found that those combat veterans with PTSD were more 
hypnotisable than those without PTSD.
A similar relationship between peritraumatic dissociation and PTSD has been 
found in retrospective studies of Oilrig disaster (Holen 1993, cited in Marmar et al 
1994 ), Cambodian refugees (Carlson and Rosser - Hogen 1991), and firestorm 
disasters (Koopman et al 1994, cited in van der Kolk & Fisler 1995).
Shalev et al (1996) have confirmed in a prospective study the relationship 
between peritraumatic dissociation and PTSD. The 61 subjects in their study had 
suffered from RTA’s, terrorist attacks and armed assaults. All subjects were 
interviewed between 2 and 6 days after admission to hospital, and completed 
questionnaires about anxiety, depression and peritraumatic dissociation. At 6 
month follow up PTSD symptoms were assessed. Their findings showed that 
peritraumatic dissociation was the only significant predictor of PTSD status at 6 
months. It correctly classified 40 out of 51 cases. They also note that the Impact 
of Events scale (Horowitz et al 1979) is better at predicting PTSD later on than 
dissociation (as 4 subjects who had PTSD did not show dissociation at the time of 
the trauma), although dissociation is better a predicting symptom severity across
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diagnosis (anxiety, depression and PTSD). They conclude that there is a direct 
relationship between dissociation and PTSD, and that peritraumatic dissociation 
could be a marker of vulnerability to PTSD. However, there must also be a more 
general relationship between dissociation and pyschopathology.
The relationship between dissociation and psychopathology has also been found in 
other types of trauma, and particularly childhood abuse. For example, Sanders and 
Giolas (1991) found that in an adolescent inpatient population, there was a 
correlation between dissociation and abusive experiences. The types of diagnoses 
the adolescents had were varied, and high dissociation scale scores were dispersed 
across the groups. Irwin (1994) found that in a student population, dissociative 
experiences were predicted in part by childhood sexual abuse. No questions were 
asked about current diagnosis of psychopathology.
Within the range of dissociative disorders, DID has been the most studied. Kluft
(1996) reviews the evidence for the links between DID and trauma. Putnam et al 
(1986) found that 97 out of the 100 cases of DID had overwhelming and 
traumatic childhoods. These findings have been replicated in a number of further 
studies (for example, Coons et al 1988, Ross et al 1991). However, criticisms of 
these studies are that the reports are from the clients themselves, and are not 
corroborated by evidence. This is particularly pertinent to the current debates 
about False Memory syndrome, as these types of clients are thought to be highly 
suggestible^ However, some studies have had documentation of the abuse.
 ^One component of hypnotisability is suggestibility. People who have dissociative disorders are 
more hypnotisable than normals (e.g. Bliss 1986, cited in Fine 1996)
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particularly in children and adolescents with DID (Bowman et al 1985 cited in 
Kluft 1996, Homstein and Putnam 1992). Kluft (1984) also discusses how he has 
received confessions from the abusers of several children who he has treated with 
DID.
Therefore the major themes from empirical research is that peritraumatic 
dissociation is a risk factor for the development of PTSD in particular and 
psychopathology more generally. This finding has been confirmed retrospectively 
with a large variety of traumas, and prospectively with RTA’s, terrorist attacks 
and armed assaults. With respect to childhood abuse, trait dissociation has been 
found to be higher in these groups than others, and this is thought to account for 
the development of dissociative disorders, where the abusive experiences are 
prolonged, severe and overwhelming in nature.
In order to understand more fully the relationship between peritraumatic 
dissociation and dissociative phenomena post trauma, further studies would need 
to understand how particular dissociative phenomena in PTSD are linked to 
peritraumatic dissociation.
THEORETICAL MODELS OF THE RELATIONSHIP BETWEEN 
TRAUMA AND DISSOCIATIVE PHENOMENA
Three models are presented below. The first is a model of how post trauma 
dissociation can lead to PTSD as it prevents emotional processing. The second is 
a model of how dissociation at the time of the trauma can develop into a
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generalised coping strategy and lead to dissociative disorders later on. The third 
model is specific to the dissociative phenomena of flashbacks and amnesia and 
how these can develop post trauma, following dissociation at the time of the 
trauma.
Foa and Hearst -  Ikeada (1996)
They take the model that Foa has presented previously (e.g. Foa et al 1989) using 
fear structures in order to explain the presence of psychopathology following 
trauma where dissociation is present post trauma. Fear structures are made up of 
stimulus and response elements, the meaning of the events and a programme for 
escape fi-om the feared situation. They are thought to be activated in all people 
when confronted with a feared stimulus. However, they note that there are 
differences between pathological fear structures and those of normal fears. These 
differences are seen in terms of an excessive response to the fear, unrealistic 
elements (for example, there are mistaken associations that can be seen; not all 
men with beards are rapists just because the man that raped the individual had a 
beard), and evaluative mistakes. These mistakes are that anxiety must be avoided 
or it will not go away, there are over estimates of the probability that the feared 
stimulus will lead to harm, and the feared consequences are very negative when 
they may not be. They posit that normally the aim for treatment of PTSD is 
emotional processing, as the symptoms shown by the individual are a result of the 
lack of this processing. Thus the Cognitive Behavioural treatment for PTSD is the 
repeated activation of the pathological fear structure so that its elements can be
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accessed, and then the provision of information that is incompatible with the 
elements.
They think that if the individual who has undergone a trauma dissociates later on 
then there are further difficulties as they are unable to engage with the fear 
structure. Thus, although dissociation in this case means that they protect 
themselves from the pain associated with the trauma, they are unable to process 
the emotional content of the trauma, and the fear structure and the 
symptomatology that results will be maintained.
The implications for treatment they suggest are that the client should not 
dissociate during treatment, and should be taught techniques for reducing 
dissociation during treatment if necessary.
The model for the relationship between trauma and post traumatic dissociation is 
useful, clearly describing how this can explain the maintenance of traumatic 
pathology. It is also useful as it is clinically relevant, including some implications 
for treatment within it. However, it does not describe the characteristics of the 
person who would be likely to dissociate post trauma; for example, is this the 
same person who dissociated at the time of the trauma? Further, it does not 
include any references to peritraumatic dissociation, although there is evidence 
that this is extremely important in the development of post trauma pathology.
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Butler, Duran, Jasuikatis. Koopman and Sviesel (1996)
Butler et al propose a diathesis stress model for dissociative phenomena. Thus 
they posit that there is an interaction between the environment (the trauma and 
aspects of it) and the psychology of the individual that lead to dissociative 
symptoms. With respect to the psychology of the individual, they discuss the 
ability of the person to dissociate. They consider that this is the same as the 
hypnotisability of the person, and thus see the process of dissociation as 
autohypnosis^. They consider that this is normally distributed throughout the 
population in both clinical and non clinical populations (Spiegel and Spiegel 1978 
cited in Spiegel et al 1988), and that it is associated with the development of 
dissociative symptoms after trauma (Spiegel et al 1988). Further, they write that 
there is some evidence of the hereditability of hypnotisability.
The elements of the traumatic event they describe as important are the 
characteristics of the event itself (eg. severity of exposure, the origin of the event 
etc.) and subjective factors (prior traumatic experience, psychiatric history etc.).
 ^Hypnosis is thought to have a number of elements to it. Butler et al (1996) describes these as a 
state of absorption where attention is highly focused which leads to the exclusion of other 
experiences that are normally in current experience. Further, they consider that suggestibility is 
an important element. This is an increased responsiveness to social cues, and they describe how 
those who are highly suggestible are more easily hypnotised. They write that there can be 
dissociation of content or a dissociation of context when some one is hypnotised, and they draw 
parallels with dissociation. Thus, as others before have done (eg. Janet 1889, cited in van der 
Kolk & van der Hart 1989) they consider that dissociation is an autohypnotic state. Evidence for 
this model comes from the higher hypnotisability of those with PTSD, and from those disorders 
that show dissociative phenomena (e.g. PTSD and DID) having higher hypnotisability scores. 
For example, Speigel et al (1988) found that in a group of subjects with a variety of disorders, 
those vrith PTSD scored significantly higher on a test of hypnotisability than those with other 
disorders (eg. normal controls, GAD, schizophrenia). Further, Bliss (1986, cited in Fine 1996) 
found that those with a diagnosis of DID had significantly higher scores of hypnotisability than 
did normal controls.
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They also describe the meaning of the event to the individual, and the immediate 
affective responses to trauma as important.
They use these two elements (degree of hypnotisability and nature of the 
traumatic event) to indicate the degree of dissociation found. They do not state 
whether this is at the time of the trauma, or following the trauma. However, they 
do go on to describe how DID could develop using this model where there is 
dissociation at the time of the trauma. Young children are thought to be more 
prone to dissociation than adolescents, or adults. Thus, in the face of repeated 
and severe trauma at a time where dissociation is used more readily (a critical 
period), dissociation is used as a coping mechanism. Thus there are parts of the 
self that include memories, affective states and behaviours that are dissociated 
from one another. This then becomes an habitual pattern of coping to other 
stressors that resemble the original traumas in some way.
From this model, it can be seen that although dissociation at the time of trauma is 
adaptive, its generalisation and long term use is not, and leads to dissociative 
disorders.
Van der Kolk and Fisler (1995)
These authors discuss the nature of traumatic memories. They consider that they 
are different to normal memories, or “flashbulb” memories of culturally significant 
events. They think that traumatic memories are accurate, and stable over time.
They discuss the problems with memory that can be found post trauma. Firstly,
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amnesia can be seen which may be either partial amnesia, or a global form. They 
explain this in terms of Bowers network theory of memory where associations are 
made in memory, and thresholds lowered as the interconnections between nodes 
grow. Affective states are particularly well interconnected, and thus if an affective 
state is dissociated, then much of the associated memory will also be dissociated.
They propose that this can also explain why child sexual abuse survivors can 
fonction well until a particular affective state is triggered at which point re 
traumatisation occurs. They also use this to explain the lack of autobiographical 
data that those with DID have, and use this to explain why they are so 
suggestible. It does not appear that this is incompatible with the theory of Butler 
et al for the development and maintenance of DID, as hypnotisability is described 
as the fonctional equivalent of dissociation, and the network model can explain 
how this occurs.
Further, they describe how peritraumatic dissociation can be seen as a narrowing 
of consciousness which means that the memory is stored as fragments, rather than 
with a narrative. They contrast this with normal memories that are complete. It is 
only after the trauma is emotionally processed that a narrative is formed about the 
experience. In a study of 46 individuals who met the criteria for PTSD, they found 
that 78% had recurrent nightmares about the trauma, and 42% said they had 
significant or total amnesia for the event at some point. They found that 
regardless of age, the trauma was initially recalled in the form of somatosensory 
or emotional flashback experiences. Although 89% of subjects were able to make 
a satisfactory narrative about the trauma, still most of the subjects continued to
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experience the trauma in the sensori motor modality. They also asked these 
people to describe a personally significant memoiy, and found that none had 
flashbacks to do with this, or found it at all difficult to describe in language the 
experiences. As they found that people continue to re experience trauma 
following the development of a narrative, they conclude that may be it is not so 
important to develop the narrative in order to resolve the re experiencing 
phenomena. However, they do not consider the cognitive impact of the trauma on 
the individual (i.e. the meaning of the events) that may also need to be processed 
in order for the re experiencing to be removed. This could be analogous to the 
second part of the emotional processing that Foa and Hearst - Ikeada (1996) 
describes as important in the treatment of PTSD; the provision of discomfirming 
information. Lee (1997) describes how in cases where “complex” PTSD is seen, 
repeated exposure (as van der Kolk and Fisler propose) to the traumatic event is 
contraindicated, as it reactivates the schemata (cf. Young 1990) that are about 
shame. Examples of this is in childhood sexual abuse survivors; 36 out of 46 of 
Van der Kolk and Fisler’s sample had experienced traumas in their childhood.
SYNTHESIS
In this section I will briefly describe how I believe these 3 models can be 
integrated into a scheme for describing dissociative phenomena that result from 
traumatic experiences. Please see Figure 1.
As with the diathesis stress model of dissociation, there are both factors 
associated with the traumatic events, and the psychology of the individual that
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lead to a response in that individual at the time of the trauma. Particularly 
important seems to be the use of dissociation during a critical period in the 
development of the individual, and past traumatic experiences that may have 
encouraged, or maintained, its use. The response to the current traumatic incident 
is more likely to be dissociation if there has been past traumatic experiences where 
it had been successfully used. Dissociation is analogous to auto hypnosis, that 
involves the narrowing of consciousness, but also may include the dissociation of 
other aspects of mental experience (for example, behaviour, perception). The 
traumatic experience also alters the fear structure of the individual as described by 
Foa and Hearst - Ikeada (1996). This leads to a lack of integration of the 
experience, which may include the processing of the emotional content of the 
trauma, but also may include others aspects of integration, for example, 
memories. It is this lack of integration that leads to dissociative phenomena such 
as flashbacks, depersonalisation, derealisation, and amnesia. The dissociative 
phenomena are seen in which ever modality or modalities are dissociated at the 
time of the trauma. The continued use of dissociation following these incidents 
2 )  when dissociative phenomena appear will only serve to maintain the dissociative
phenomena through avoidance of integration. If there are repeated traumatic 
incidents then the use of dissociation will continue at these times, and if these are 
severe and common enough, then its use will generalise to other stressors that are 
not traumatic in nature. Thus, at the extreme, the result of this would be DID, 
which, again will be maintained through avoidance of integration.
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If, however, following the traumatic event, dissociation is not used as a means of 
coping, then other psychopathology may occur instead. Or, if there are enough 
protective factors (for example, robust schemas that are able to assimilate and 
accommodate this experience) then after an initial normal response to the incident, 
the individual may not have any long term effects in terms of psychopathology.
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THE TREATMENT OF DISSOCIATIVE PHENOMENA
The treatments that are reviewed below are described as being for PTSD (Foa and 
Hearst - Ikeada 1996) and DID (Fine 1996, Kluft 1996, Barach and Comstock 
1996, and van der Hart et al 1993). Van der Kolk et al (1996b), and Kennerley 
(1996) are the only authors that describe treatments across diagnostic groups, for 
dissociative phenomena generally.
The treatment of choice for Foa and Hearst - Ikeada (1996) is that of emotional 
processing in PTSD. This is accomplished by the repeated activation of the fear 
structure and the provision of information that allows it to change to a more 
adaptive one. Thus, by exposure to the traumatic events (and by implication the 
emotional content in particular), and cognitive challenging, the dissociative 
phenomena involved in the diagnosis of PTSD will dissipate. They describe the 
approaches that have been found to be useful with the treatment of DID to be 
useful if the clients dissociate during exposure treatment. These will be described 
in more detail below.
Kennerley (1996) describes Cognitive - Behavioural treatments for dissociative 
symptoms that occur in response to trauma. She describes the assessment of the 
dissociative symptoms as important, which involves a functional analysis of the 
behaviours. Thus the précipitants of the phenomena should be identified through 
the use of diary keeping, interview and observation during the sessions. She also 
thinks that it is important to know what happens during the dissociative 
experiences (for example, the content of the flashbacks).
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She thinks that there are 2 levels of intervention for dissociative symptoms. The 
first is that of the triggers and reactions to the dissociation, and the second is the 
management of the content of the experiences. In the management of the trigger 
events, she describes how planned avoidance can be the first step as this brings 
relief and a sense of mastery of what appear to be uncontrollable. In managing the 
reactions to the dissociation, she describes grounding (distraction) techniques as 
useful in order to re establish an awareness of the present. An example of this 
would be to refocus in the present along with a grounding word, object or image. 
Van der Kolk et al (1996b) also use these approaches for the same reason. She 
also describes possible interventions for the management of other, more 
maladaptive behaviours that stem fi-om dissociation. For example, self mutilation 
often occurs as a response to dissociative phenomena to “ground” the individual 
in reality again.
Kennerley also describes how flashbacks can be managed when people dissociate 
2 )  from the emotions that exposure to a tape of the content will bring forth. Firstly,
the meaning of the event needs to be dealt with, using cognitive restructuring 
techniques. Further, the story line can be altered so that at the end of the scene the 
adult can protect the child who is experiencing the trauma, or the child can enter a 
safe place away from the trauma and perpetrators. Thus the trauma and the 
restructured image can be taped, and the client can habituate to this as would 
other clients who do not dissociate from the affective content (cf. Vaughan and 
Tarrier 1992, cited in Kennerley 1996).
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Kluft (1996) describes how there is no basis to assume that successful treatment 
outcome for those with DID can happen without an account of the traumatic 
experiences and their impact on the view of world and their adaptation to the 
world. However, case reports where this form of treatment has been unsuccessful, 
as is often the case, are not published. Van der Kolk et al (1996b), along with 
others (e.g. Herman 1992 cited in van der Kolk et al 1996, Kluft 1996 for DID) 
describes the principles of treatment for people who have reactions to both acute 
and chronic trauma. These are firstly to have a period of stabilisation, where 
symptoms are managed and there is preparation for the treatment of the traumatic 
memories. The second phase is that of processing and mourning the trauma, and 
thirdly to re connect with the world by establishing secure social connections, and 
personal and interpersonal efiBcacy. Fine (1996) uses a model of dissociation 
proposed by Braun (1988, cited in Fine 1996), and similar to the models proposed 
by Van der Kolk and Fisler (1996) and Butler et al (1996). In this “BASK” model, 
behaviour, affect, sensation and knowledge are all experienced simultaneously in 
2 )  non dissociated states. However, when the individual dissociates, then the
interconnections between these mental processes are partially or completely 
severed. Thus Fine’s aim of therapy for DID is to achieve congruence of purpose 
and motivation across different parts of the mind, and for the individual to 
experience completeness of events and continuity of history over time.
Within the first phase of stabilisation, all the authors describe the importance of 
establishing a physically and emotionally safe environment, and skills to manage
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affect and the dissociation that may be a pre-existing mode of management (e.g. 
Kennerley 1996, Van der Kolk et al 1996b). Kluft (1996) will also use hypnotic 
techniques for those with DID in order to help them control the emergence of 
alters. An example of this would be to help a troubled alter in hypnosis to find a 
safe place, or to put a disruptive identity to sleep between sessions. All authors 
also discuss the importance of helping the individuals to find adaptive ways to 
manage affect, rather than less adaptive ones such as self harm, or aggression. The 
rationale for this is that dissociation has been used as a coping mechanism for so 
long that other ones are not in place, and they need to be in order to allow 
dissociation to cease.
During the phase where the traumas are revisited, and integrated into a coherent 
narrative, Kluft (1996) and Fine (1996) discuss the important issue of false 
memories, and while Kluft describes practices that will reduce the likelihood of 
these. Fine discusses the importance of believing in the patients rather than 
necessarily believing the memories verbatim. Thus it is the meaning of the events 
2 ) that are important, and Fine goes on to discuss the use of a Schema Focused
Cognitive Therapy approach to treatment. He thinks that schemas (and therefore 
knowledge and memories) are segregated, either partially or completely in DID. 
Thus this approach can be used, although again the focus is on integration as well 
as changing schemas.
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Kluft (1996) describes abreaction as the process of memory recovery.
Unfortunately, all authors who discuss this do not define it^ . He uses “fractioned” 
abreaction as the treatment of choice. This involves breaking the traumatic 
scenario down into small pieces, akin to systematic desensitisation. He thinks this
minimises regression, and enhances feelings of mastery and self control. Thus, he 
describes breaking it down into the temporal sequences (e.g. a 20 minute scene 
into 30 second segments), and, via imagery or hypnosis, toning down the affect so 
that it is manageable, and to dissociate other aspects of the trauma until the 
D emotional component is dealt with (eg. physical pain). He also describes how he
would distance all but one identity fi*om the process until it was over.
Few of the authors discuss in any great detail the process of re engaging with the 
world and establishing a sense of self efficacy. Kluft describes briefly the 
importance of learning new coping skills, and of solidifying gains and working 
through, as well as the need for follow up.
3  CONCLUSIONS
Thus from the literature reviewed above, it can be seen that there is consistent 
data on a number of issues, for example, the risk factor of peritraumatic 
dissociation for the development of PTSD, and the link between chronic and 
severe traumas and DID. However, there are times that the associations are more
 ^However, Campbell (1989) describes it a “the process of bringing to consciousness and thus to 
adequate expression, of material that has been unconscious (usually as a result of repression)”. 
There is debate about whether repression is the same as dissociation. Repression can be seen as 
the pushing or pulling of information into the deep unconscious where it cannot be accessed, 
and dissociation as the severing of connections between ideas (cf Speigel and Gardena 1991). 
Thus, whether abreactive processes are useful in the strict definitonal sense, is debateable.
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theoretical in nature, and less clearly shown in the empirical literature. The 
literature also notes that dissociation may occur in response to other events apart 
from traumas. I propose a synthesis of the essential elements of the models that 
have been discussed in the literature, as a means of understanding peritraumatic 
dissociation and the development of dissociative phenomena following trauma.
There is a need for models in the practice of clinical psychology in order to 
structure our thinking about clients who present for treatment, and to provide 
further directions for empirical research.
Despite the lack of efiBcacy research about dissociative symptoms, there are a 
number of authors who discuss possible treatments. These are generally derived 
from models of dissociation and dissociative disorders, as discussed earlier in the 
paper. They largely comprise of ways of establishing safety for the individual, of 
remembering the traumas without the use of dissociation, and then reconnecting 
with the world once more. Clearly outcome research is needed in order to 
evaluate whether long term individual work as described above is more effective 
2 ) than for example, management within a CMHT. Such questions are key in
evidence based services, such as that of Clinical Psychology.
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PLACEMENT 1. ADULT MENTAL HEAT.TH 
Supervisor: Dr. Ajay Kapoor
Location: Guildford West Community Mental Health Team, Famham Road 
Hospital, Famham Road, Guildford, Surrey, GU2 5LX.
Outline o f Placement: Experience was gained within a Community Mental 
Health Team, with Rehabilitation experience at a psychiatric hospital involved in 
the reprovision process. A variety of clients were assessed and treated using the 
Cogmtive Behavioural model. The clients difficulties included Anorexia Nervosa, 
Obsessive Compulsive Disorder, a survivor of childhood sexual abuse, anxiety and 
depression.
PLACEMENT 2. PEOPLE WITH LEARNING DISABTLTTTES 
Supervisor: Ms. Anna Eliatambi
Location: Normansfield, Kingston Road, Teddington, Middlesex, TWl 1 9JH 
Outline o f Placement: Experience was partly in a Community team and also at a 
hospital that was closing and the reprovision process well underway. A number of 
different assessment methods were used and difficulties were formulated largely 
using a Behavioural model. Experience was gained particularly with challenging 
behaviours (e.g. hoarding, shouting, aggression), and anxiety. I gave a 
presentation to the specialty.
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PLACEMENT 3. CHILD AND FAMILY 
Supervisor: Dr. Caroline Hogg
Location: Clinical Psychology Service, Sevenoaks Hospital, Sevenoaks, Kent, 
TN13 3PG
Outline o f Placement: Working in an outpatient Psychology department. A 
systems approach to formulation and treatment was introduced here, and skills in 
Cognitive Behaviour therapy were consolidated and extended to a different client 
group. I gained experience with a variety of different problems, including phobias, 
anxiety, elective mutism and behavioural difficulties. I observed a parenting 
group, and gave a presentation to the specialty.
PLACEMENT 4. OLDER ADULTS 
Supervisor: Dr. Shahin Amaee
Location: Psychology Department, Boumewood Trust Headquarters, Guildford 
Road, Chertsey, Surrey, KT16 OQA.
Outline o f Placement: My experience was gained as part of an outpatient 
2  Psychology service, with links to a number of facilities for those with dementias
(Day Hospital, Continuing Care wards), and other difficulties (Psychiatric 
inpatient ward). Neuropsychological testing skills and knowledge were developed 
on this placement, as were Cognitive Behavioural skills in assessment, formulation 
and treatment. I worked systemically within the organisation with a number of 
clients and ran an Anxiety Management group.
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PLACEMENT 5. SCHEMA FOCUSED COGNITIVE THERAPY 
SPECIALIST PLACEMENT 
Supervisor: Dr. Helen Kennerley
Location: Psychology Department, Wameford Hospital, Wameford Lane,
Headington, Oxford, 0X3 7JX.
Outline o f Placement: Complex cases were seen as part of a CMHT service and 
a specialist Psychology service. Examples of the difficulties seen are Borderline 
Personality Disorder, chronic depression. Anorexia Nervosa and survivors of 
childhood sexual abuse. I gained experience of this model in terms of assessment, 
formulation and treatment. Within the department I attended Skills sharing events 
and weekly peer supervision.
PLACEMENT 6. SYSTEMIC THERAPY SPECIALIST PLACEMENT 
Supervisor: Dr. Karen Partridge
Location: Hampton CMHT, Maddison Centre, Church Road, Teddington, 
Mddlesex, TWl 1 SQL.
2  Outline o f Placement: Experience was gained in a Systemic Consultation service
using a Social Constructionism model. Consultation is given to a number of 
individuals and their families. The types of problems that were seen are self 
mutilation, depression, relationship problems, psychosis and chronic anxiety. I 
have gained experience as the interviewer, the reflecting team, and the meta - 
team. This placement ran concurrently with the one above, and also included 
weekly peer supervision groups and departmental presentations.
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ADULT MENTAL HEALTH CASE REPORT 
F.V. Female Age 16 years
The case report describes a prolonged assessment and treatment of a young 
women with a diagnosis of Anorexia Nervosa. A number of areas of functioning 
were assessed, including her weight, eating habits, physical complications, family 
system and cognitions about control. The EDI, BDI and monitoring forms were 
completed.
Formulation was largely Cognitive Behavioural in nature and particular reference 
was given to issues around control, the reinforcing nature of Anorexia Nervosa 
and family factors. Cognitive Behavioural treatment was undertaken and led to a 
gain in weight from 6 stone 8 lbs to 7 stone 91bs. Several subscales of the EDI 
were reduced in score. Change was also seen in techniques of greater 
interpretation of internal signals and less control. Referral to Family therapy 
services and continued individual therapy was proposed.
PEOPLE WITH LEARNING DISABXLITIES CASE REPORT 
2  D.L Male Age 52 years
The case report describes the assessment and treatment of a member of a 
residential home who displayed challenging behaviour in the form of physical 
aggression, shouting and non compliance. His difficulties were formulated in 
terms of physical health problems, depression, and loss of meaningful 
relationships. His behavioural problems were therefore seen as having a 
communicative function.
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In treatment, largely systemic interventions were made. Therefore he was referred 
to his GP, and a different day placement was advised. A meeting was had with his 
advocate, and house staff were supported.
CHILD AND FAMILY CASE REPORT 
F,T, Female Age 5years
The case report describes the assessment and treatment of a young child who was 
diagnosed by the previous therapist as having Elective Mutism. The case was 
formulated mainly within a Behavioural framework where fear prevented F T. 
from speaking to people other than her family. Temperamental factors were 
identified, as were systemic factors later in treatment. Intervention was directed 
towards the family and the school environments. Using star charts, progress was 
seen, particularly in the school.
OLDER ADULTS CASE REPORT 
T,L. Male Age 71 years 
2  The case report describes the assessment (including neuropsychological
assessment), formulation, brief treatment and reformulation of a man who 
presented with cognitive deficits as well as symptoms of anxiety and depression. 
Subscales of the WAIS - R, NART, and Four Easy Memory tests were presented 
to T.L. as well as the BDI and BAI. The difficulties were formulated within a 
Cognitive Behavioural framework, and education and some Behavioural strategies 
were offered in treatment. Reassessment and results from medical tests in the 
future would be able to provide more information for the reformulation.
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SPECIALIST SYSTEMIC CASE REPORT CASE REPORT 
CP. Female Age 29 years
The case report presented the theory and practice of a systemic approach within 
the context of Social Constructionism. A consultation with someone living with 
the effects of childhood sexual abuse was then presented from the perspective of 
the reflecting team. The commission was considered in the context of a series of 
sessions. The themes of the consultation were of safety, control, protection of the 
self, self punishment and silence. The language of the consultation was 
considered, and the dilemmas that the client presented with were discussed. The 
discussion with the reflecting team and the therapist was elaborated and the model 
of therapy was then evaluated.
I l l
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PLACEMENT CONTRACT 
14th September 1994 - 5th May 1995
SUPERVISOR: Dr. A. P. Kapoor
CLINICAL PSYCHOLOGIST IN TRAINING; Mary Manning
ADMINISTRATION
Base: Guildford West C.M.H.T., Famham Road Hospital
Study Time: Wednesday morning - 9.00 a.m.-12 noon
Supervision: Thursdays - 10.00-11.00 a.m.
Fridays - 1.30-2.30 p.m.
Mid Placement
Review: To be arranged
AIMS
1. To become independent in assessment and intervention.
2. To gain experience of a wide range of clients and psychological problems.
2  3. To be able to administer, analyse and report on psychometric tests.
4. To experience a variety of models of treatment that different professionals use.
5. To gain some understanding of organisational and professional issues.
6. To be able to communicate effectively with other agencies.
... / cont’d.
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OBJECTIVES
A. To specifically gain experience of:-
(1) Anxiety disorders. Direct client work.
(2) Affective disorders. Direct client work.
(3) Eating disorders. Direct client work.
(4) Obsessive compulsive disorders.
(5) Adjustment and adaptions difficulties/bereavement. Direct client 
work.
(6) Psychometric assessment. Direct client work.
(7) Family problems/sexual problems. Indirect client work.
(8) Clients with health related problems. Direct or indirect client work.
(9) Problems of emotional control and adjustment or social skills and 
assertiveness. Direct or indirect client work.
(10) To have contact with a client from a different ethnic or cultural 
background.
(11) Gain experience of psychologists working with acute psychotic 
disorders, severe depression and L.T. mental health problems.
(12) Assess and observe a psychological approach to the treatment/ 
management of a disorder in rehabilitation or continuing care.
B. To gain experience using a range of assessment tools
Clinical interviews 
Diaries and records 
Psychometrics - WAIS-R
Memory tests 
Others, as required
C. To directly gain experience of cognitive and behavioural approaches to
treatment. To indirectly gain experience of other (systemic and dynamic) 
methods of intervention.
D. To key and co-work with other members of the team. To meet with other
members of the team and discuss their role (i.e. C.P.N.s, O.T.s, community 
support workers and social workers).
E. (1) Attend psychology team meetings (Wednesdays 1.30-2.30 p.m.).
(2) Attend Heathlands Clinical Psychology Service meetings (9.15- 
10.45 a.m. : 2 Wednesdays per month).
(3) To visit a G.P. surgery with a clinical psychologist for a clinic in 
primary care.
(4) Attend meetings/seminars related to organisational/business issues 
within the Heathland Mental Health Trust.
PEOPLE WITH LEARNING DISABILITIES 
PLACEMENT CONTRACT
18th May 1995 - 27th October. 1995
Overall Placement Supervisor Anna Eliatamby
Other Supervisors Tony Ovenell
Marianella Steward 
Abi Herbert
1. General
Aims : to develop an understanding of how clinical
psychologist work in this area, both with clients and their 
2  families or carers, and as a member of a team.
Obj ectives:
1. To work with older adults as well as other ages.
2. To work, or meet, with someone with learning 
disabilities who is also from an ethnic minority, if 
possible.
3. To gain experience working in several settings - 
someone who lives with a family:
in the community,
in an institution and the impact that resettlement has 
on this individual.
4. to see clients across the range of abilities - from 
severe to borderline clients.
Assessment
Aims : To gain knowledge of various formal assessment
tools, as well as other techniques that are used in 
assessing people with learning disabilities, and to further 
my knowledge of their interpretation.
Objectives: to use/have a working knowledge of:
1. Vineland (T.O.)
2. WAIS-R (M.S. and T.O.)
3. Pathways
4. Wheelan and Speak
5. To use observation
behavioural recording
other norm and criterion - referenced 
tests.
3. Treatment
(a) Aims : to gain conpetence and confidence in
assessment and treatment of a variety of clients and 
their difficulties, and to relate these to 
psychological models.
(b) Objectives:
1. To see a client who challenges (T.O.)
2. To treat a client who experiences anxiety or
phobia.
3. To conplete a piece of group work (M.S. and A.H.)
4. During supervision, to discuss various 
psychological models and their relationship with 
practice.
5. To see/gain greater knowledge of a client who is
autistic.
6. To use a variety of methods of working
independent, supervised working, co-working and 
shadowing other psychologists.
4. Teaching
Aims : To gain some introductory experience into
presenting to and teaching others.
Objectives: 1. To conplete a piece of staff training
2. To present a topic to colleagues
Organisational
Aims : to acquire a greater understanding of how
organisations work, and how psychologists can work within 
them effectively.
Objectives : 1. To see different areas of the
organisation through induction visits.
2. To Chair a team meeting (T.O.)
3. To sit through an individual programme 
cycle at Normansfield (JN)
4. To discuss the strategy for challenging 
needs (AE)
5. To observe some organisational 
meetings, e.g. HAG, CTMM.
6. Research
Aims: To coTiç)lete a piece of service evaluation work,
learning about the practical application of research 
methodology.
Objectives: 1. To research into the area of how
professionals deal with crisis (A.E.)
2. To help in research into the area of 
Eating Disorders and clients with a 
learning disability. CA (4^
Placement Contract 
Trainee: Maiy Manning
Supervisor: Caroline Hogg
Child placement from 22nd November 1995 to 19th April 1996.
Based in the Psychology Department, Sevenoaks Hospital, Sevenoaks.
Induction Period
During the first three weeks of the placement the following will take place:
Meet all members of the department.
Become acquainted with all administrative procedures of the department.
Attend the departmental meeting.
Observe a faihily Aerapy eesslcn.
Observe supervisor carrying out assessments and some treatment sessions.
Cany out assessment sessions with one or two new cases.
Select additional suitable retenais and sent out initial appointments.
Visits to: Child and Family Psychiatry, Chilston Family Centre.
Nursery observation, Health Visitor clinic, Sevenoaks Social Services, (Caroline Hogg 
to anange).
School Medical Officers, Paediatric clinic, Valence School, Educational Psychology, 
Ravensdale, Speech and Language Therapists.
Become acquainted with test materials in the department and carry out some general 
reading.
Weekly Timetable
1 One session or it’s equivalent per week will be spent on reading/adiniiiistrative 
work.
2 Approximately three sessions per week will be spent on clinical work.
Main components of the placement
1 Supervision
This will take place from 9.30 - 11.30 on Friday morning.
Informal supervision can be given at other times as required, also with other members of 
the department working with children.
Observation of cases will also take place during a few family therapy sessions with the 
whole team.
2 Clinical Work
Clinical experience to be gained across all age groups - pre-school, school age and 
adolescence and from a range of referral agents, eg GP’s, social workers, school health.
Experience of the following assessment techniques - intellectual assessment (WPPSI, 
WISC-R, BAS), academic achievement, measures of social and emotional state.
Cases taken on will attempt to sample the wide range of problems referred such as 
single habit disorders, learning difficulties, behaviour problems, emotional difficulties, 
neuropsychological assessments, problems following abuse. To become familiar with 
local child protection procedures and recent child legislation eg The Children Act.
^  Two reports of clinical activity will be completed by the end of the placement.
Theraperrtic approachest experience in family “tiierapy, cognitive behaviour fher^gy, 
some experience of psychotherapy as applied to children and group work.
Organisations
Attendance at occasional departmental meetings.
An understanding of the way child services fit into the Trust and relationships with 
commissioners of services.
Teaching
Towards the end of the placement there may be teaching opportunities.
Research
Possibly to undertake a small scale research project.
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OLDER ADULTS PLACEMENT CONTRACT 
25.4.1996 - 4.10.1996 
Mary Manning and Shahin Amaee
AIMS
1. To gain a greater understanding of the variety of services that are provided for older 
adults.
2. To see a variety of clients of different ages.
3. To further extend skills in treating those with ’functional’ illnesses and to improve
skills in assessing and treating those with ’organic’ problems.
4. To improve assessment and interpretation skills of psychometric tests.
5. To extend skills in group work and teaching.
OBJECTIVES
1. to see a client with depression.
2. to see a client with adjustmented related difficulties.
3. to see a client with a complicated bereavement reaction.
4. to try and see a client from a different ethnic background.
_) 5. to carry out assessments using a variety of tools for those with cognitive deficits.
6. to gain experience of challenging behaviour as a result of cognitive deterioration.
7. to visit the stroke group.
8. to carry out a piece of work with a carer.
9. to see clients who live in a variety of settings -
own house 
residential home 
assessment ward 
day hospital
Contd/-.
10. to carry out a piece of teaching
11. to give a presentation to the department
12. to run a group
s .
Mary Manning Shahin Amaee (Dr)
Clinical Psychologist in Training Chartered Clinical Psychologist
SYSTEMIC THERAPY PLACEMENT CONTRACT
Mary Manning and Dr. Karen Partridge
November 1996 to July 1997
Bases: Psychology Department
Queen Mary’s University Hospital 
Roehampton
&
Hampton CMHT 
New Madison Clinic 
Church Road 
Teddington
AIMS and OBJECTIVES
1, THEORY 
Aim
To gain a greater understanding of the theory of systemic work in a general way, 
and more specifically to understand the theory of Social Constructionist systemic 
therapy.
Objective
To read key papers for Systemic group supervision sessions and actively engage 
in conversations around ideas proposed here, and throughout my placement. The 
papers should be about systemic theory and technique, including:
- systemic questioning
- the history and development of Mian and Post - Mian Family Therapy
- on systems as constructed and evolving entities
2. PRACTICE 
Aim
To gain experience working within this model with clients.
Objective
To work with a variety of clients with different problems. I hope to see some 
families, some couples and some individuals. An individual should be taken on and 
seen only by myseff, as opposed to with a reflecting team, during the second half 
of my placement. A couple or family should be seen as an interviewer, and both a 
family and a couple as a team member. After a consultation, the exact difficulties 
that I would like to encounter did not seem important although it may be useful in 
the second half of my placement to see a system with abusive experiences.
3. INTEGRATION OF MODELS 
Aim
To explore how different models of therapy can be used together, or integrated, 
and how this may further my understanding of what the roles and functions of a 
Clinical Psychologist are.
Objective
To discuss during supervision how different models can be useful for a Clinical 
psychologist, and how this relates to practice within systemic therapy, particularly 
with the idea of domains, and its application to families.
4, CONFIDENCE 
Aim
To gain greater confidence in using systemic ideas with clients, and in systemic 
techniques.
Objective
To become familiar with the use of systemic techniques, and the role of the 
therapist in different parts of the session (pre - session, interviewing, reflecting 
teams and constructing messages, and post session discussion). To use some of 
supervision (group and individual) to help conceptualise and discuss clients within 
a systemic model, relating the theory to practice.
Mary Manning Karen
Partridge
psych4/sys@contdoc
SCHEMA FOCUSED COGNITIVE THERAPY PLACEMENT
CONTRACT
Mary Manning and Dr. Helen Kennerley
October 1996 to September 1997
Bases: Psychology Department & Vale CMHT
Wameford Hospital Abingdon Hospital
Headington Marcham Road
Oxford Abingdon
Oxon
1. CLINICAL WORK
The goals of the placement are to gain experience of using Cognitive Behaviour 
Therapy, and Schema Focused Cognitive Therapy with the following client 
problems:
Depression - direct treatment 
Eating Disorders - direct treatment 
Childhood sexual abuse victims - direct treatment 
Deliberate self harm - vicarious involvement 
Personality disorders - vicarious involvement 
PTSD - direct treatment 
Panic - direct treatment
Obsessive Compulsive Disorder - direct treatment 
Hypochondriasis - direct treatment 
Childhood sexual abuse survivors group
Where possible the cases will be with clients of less than 25 years, and involve co 
working with other Mental Health Professionals.
Experience will also involve case conceptualisation and planning & report writing
Helen Kennerley will supervise clinical work on a weekly basis.
Peer supervision will also occur on a weekly basis.
2. ACADEMIC EXPERIENCE
The goals for this are:
Formal presentation to the CMHT 
Completion of Third year research project 
Attendance at departmental lectures and workshops.
RESEARCH
SECTION
3
3
3RESEARCH SECTION
CHAPTER 1
YEAR ONE -LITERATUREREVIEW
WHAT IS THE SCHEMA IN  COGNITIVE 
THERAPY? HOW DOES IT  RELATE TO 
PERSONALITY?
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ABSTRACT
The concept of the schema is currently under much debate, and this review 
summarises the literature associated with schema. It traces the history of the 
concept, and its relationship with cognitive and clinical psychology. Other 
formulations of similar phenomena are discussed such as that of Johnson - Laird’s 
(1983) concept of mental models. A number of theories of schema are reviewed, 
specifically that of Beck (1990), Young (1990), Safi-an (1990), Guidano and 
Liotti (1983), Kelly (1955) and Markus (1977). These theories and their 
relationship with personality disorders are discussed. Similarities between the 
different conceptualisations are noted in terms of content, structure, development 
and maintenance of schema. Future research directions are proposed.
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INTRODUCTION
One area of study for many years has been that of personality. From the 1950’s 
there have been a number of theories that can be related to the field of 
Phenomenology where the basic assumption is that our behaviour is determined 
by the way that we perceive and understand events. Thus changes in behaviour 
result from changes in perception. A key element of this approach is the concept 
of the self, and a number of commentators have discussed this. An example that 
is considered here is that of Kelly (1955). He saw the self as a cognitive structure, 
rather than purely made of subjective experience. It was this development that has 
permitted more modem views of information processing, and it is from these 
views that the numerous studies of information processing biases have grown in 
relation to symptom disorders.
Parallel to these developments in the study of personality, has been the growth of 
Cognitive Therapy. Theory related to this method of treatment has also been 
developed. These theories also use the conception of schema, although, as will be 
3  discussed below, there are differences in the usage of the term, and the content,
stmcture and processes involved with schema.
Recently, the concept of schema has also been used in the treatment of personality 
disorders, and this has led to further discussion into the nature of such disorders 
and exploration of other theories of them.
115
3Mary Manning______________________________________________ Year One - Literature Review
While there are other theories of personality, the nature of symptom disorders, 
and of therapies relevant to symptom disorders and personality disorders, the 
scope of this review is limited to those areas described above.
HISTORY AND DEFINITIONS OF THE SCHEMA CONCEPT
The development of the concept shows that there is a long history to various 
definitions of schema. Stein (1992) discusses the roots of the concept that are 
derived from Kant in philosophy, where the schema was used as a means of 
“interdigitating” between the properties of the mind and raw sensory data. Thus 
schema are activated by the external world and provide an interpretation of it.
There are other roots in neuroscience where Head and Holmes (1911, cited in 
Stein 1992) discuss the “bodily schema” of amputees, and in developmental 
psychology where Piaget has had a significant input into the discussion of his own 
type of schema. Here, he describes how during development first sensori - motor 
schema, and subsequent to this, other schemas are formed, so that in adulthood 
Z) the individual is able to use formal thought operations.
The use of the schema construct in Cognitive Psychology has also been significant 
and it is partly these conceptualisations of the schema that have allowed an 
integration with Clinical Psychology and particularly Cognitive Therapy. Bartlett 
(1932, cited in Stein 1992) was the first to introduce the schemas in the 
investigation of narrative recall. He described schema as a component of memory 
formed fi-om encounters with the environment that organise information in
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Specific ways. Theories of schema have also incorporated the concept of self and 
others from Social Psychology and Sociology (Fiske and Linville 1980).
Similar constructions of mental structures are seen in numerous other cognitive 
theories such as Abelson (1981, cited in Stein 1992) and scripts, Kelly’s (1955) 
personal constructs, Miller et al’s 1960, cited in Stein 1992) plans and Minsky’s 
(1975, cited in Stein 1992) frames. Indeed, there has been some work at the 
microlevel of what schema are in investigations associated with artificial 
intelligence (Ben - Zeev 1988, cited in Stein 1992).
While the concept is elastic such that it seems to have the capacity to expand to 
anything, and can certainly be criticised for its lack of theoretical validity (e.g. 
Fiske and Linville 1980), there are some universal assumptions that are involved 
with the construct. These include the organisation of conceptually related 
elements representing a prototypical abstraction of complex concept, a 
metatheory of schema construction such that it is made of both structures and 
2) content and is involved in process of operations where events are produced and
processed.
Further definitions show that there are several aspects to schema. They are 
bounded, distinct and unitary representations of objects that are regularly 
encountered and their activation is through default values where the activation of 
a part leads to activation of the whole (Mandler 1984). They range from the 
abstract to the more concrete and are built up in the course of interaction with the
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environment. They operate automatically and without conscious awareness and 
are organised heterarchically where the sub - super ordinate relations are 
temporarily reversed (Guidano and Liotti 1983) and the decay is over a period of 
hours. This is one conception of the definition of schema, and can be related to 
depression and to some extent to the application of Cognitive Therapy, where the 
assumptions are that the superordinate schema are only accessed through Socratic 
questioning around Negative Automatic Thoughts (NAT’s) However, there are 
still questions concerning the applicability of this models to the conception of 
Early Maladaptive Schema (EMS) that are at a further ‘higher’ level above the 
Dysfunctional Assumptions as proposed by Young (1990).
The schema theory is only one in a realm of information processing theories that 
include Network theories such as that of Spreading Activation (Anderson and 
Bower, 1973, cited in Power & Champion 1986). This has developed to become a 
theory of mood and memory in relation to depression. Others examples of 
theories are Explanatory Styles, such as the reformulated Learned Helplessness 
3  model (Abramson et al 1978, cited in Power & Champion 1986). This relates to
the controllability of the events and focuses on the cognitive distortions of those 
with depression However, this only explains one facet of depression and overlaps 
with Beck’s (1979) Cognitive theory who also discusses the effects of thought 
biases on an individual’s view of the world.
Power and Champion (1986) think that all 3 models (schemas, network and 
explanatory styles theories) cannot account for the whole phenomena of
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depression, yet Johnson - Laird’s (1983, Power & Champion 1986) concept of 
Mental Models can indeed do this. This is where there is a prepositional level of 
representation; a procedure that relates these representations to higher levels that 
consist of mental models and images. Their theory provides a fuller 
conceptualisation of depression and can overcome some of the criticisms of the 
other theories, such as assigning a value to the proposition (network theories 
carmot do this). Furthermore, it accounts for the problem that positive thinking is 
logical as there is evidence that individuals may not think logically. These models 
are always truthful which is more important than their logicality. There is an 
argument that in a symptom disorder it is the thought biases that cause the lack of 
logical thinking, and in turn these cause the lack of truth that Power and 
Champion (1986) consider to be more important.
Further questions can be asked that question schema’s position in a broader 
Cognitive therapy. For example, whether the processing and organisation is linear 
within a hierarchy, rather than using Parallel Distributed Processing.
BECK’S SCHEMA
There have been a number of definitions that are cited by Beck. The first is that a 
schema is “ a cognitive structure whose contents can be described in terms of 
beliefs that have a conditional form” (from Williams 1994). A further example is 
that it is an internal model of aspects of the world and the self that alter 
perception, encoding and recall of information(cf. Robins and Hayes 1993). A 
final definition of schema is “ a cognitive construct for screening, coding, and
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evaluating the stimuli that impinge on the organism” (from Stein and Young 
1992).
There are a number of aspects to Beck’s conception of a schema. They are latent, 
such that their activation is dependant on the situation in which the individual is 
placed. As a consequence of the schema, or beliefs, or dysfunctional assumptions, 
the appraisals of events are reflected in Negative Automatic Thoughts (NAT’s), 
which in turn cause emotional and behavioural reactions that are biased by the 
action of the schema. Another aspect to them is that they cause information 
processing biases. These biases are adaptive, allowing the fast linking of new and 
old information from long term memory. They are also more likely to cause the 
encoding of schema consistent information. This means that alternative 
information is likely to be ignored, and, at times this can lead to psychopathology.
The content of the schema are generally about the self and what others expect one 
to be. They are stored in long term memory. For anxiety, it is hypothesised that 
2) they consist of information associated with the imminence of harm and personal
vulnerability, and with depression about loss, personal inadequacy and futility.
Segal (1988) notes that it is unclear as to whether schema are similar to traits and 
thus are stable and fuel information processing biases, or whether they remain 
latent until an event activates them and they begin to process information. Here, 
there is a similarity with the distinction seen in the symptom disorder of anxiety.
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where there is state and trait anxiety with the interaction between the two that is 
hypothesised to cause the disorder itself.
More recently with the onset of greater research into personality disorders and the 
application of Cognitive Therapy to their treatment. Beck has made further 
proposals about schema (Beck and Freeman 1990). When he discusses his theory 
of personality he refers to schema as “structures that integrate and attach meaning 
to an event”. Their content is of personal relationships or impersonal categories 
(either concrete or abstract). They have characteristics such as breadth, flexibility, 
density (prominence in the cognitive organisation) and valence (degree to which 
they are energised at any one time). Personality is organised into systems of 
schema that are interlocked, and sequence the information processing that occurs 
between perception and a response. He considers that there are separate but 
related systems that are involved in memory, cognition, affect, motivation, action 
and control. Thus different schemas have different functions. This is in contrast 
from other theories that suggest that there is only one schema that performs all of 
3  these actions. The threshold for activation of the schema changes between
situations and so the triggering of the schema varies. This causes the cognitive 
shift from normal to maladaptive schemas. Information processing biases are 
found, and influenced by a feed forward mechanism. This is a logical linear 
progression. He defines a belief as being “organised in a hierarchy of 
progressively broader and more complex meanings at successive levels”.
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Beck also talks about the nature of interpersonal strategies and vectors that 
allows placing of the individual against, above, below (etc.) others. These develop 
into patterns (thought - emotion - behaviour cycles) and these are a way of 
looking at personality disorders as having strategies that are over or 
underdeveloped. He proposes various profiles of these disorders that are classified 
in the DSMIV in this way. Generally, those with personality disorders are 
thought to have more generalised, imperative, inflexible and resistant to change 
schema and strategies. While a useful conceptualisation of these individuals, it 
does seem simplistic and he doesn’t discuss how the patterns relate to schema 
exactly. It borrows fi-om other views of what schema are, especially that of Safi-an 
(1990a) and Interpersonal theoiy and schema. This greater emphasis on the 
interpersonal strategies reflects other developments in cognitive therapy and the 
convergence with more psychodynamic theories that consider the client - therapist 
relationship as an exemplar of other relationships and therefore veiy significant.
A difficulty that is often cited (e.g. Robins and Hayes 1993, Persons 1993) is 
2) knowing where the change occurs, and there are few studies into this area. There
are several possibilities such as deactivation of the negative schema and activation 
of new ones, the building up of positive schema to compete with the more 
negative ones, or the restructuring of old schema and the teaching of 
compensatory skills.
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y o u n g  a n d  e a r l y  m a l a d a p t iv e  s c h e m a  HTMS)
Young (1990) puts forward a more circumscribed view of schema and their 
relevance to the conceptualisation of personality disorders. He takes Segal’s 
(1988) integration of definitions of schema as “organised elements of past 
reactions and experiences that form a relatively cohesive and persistent body of 
knowledge capable of guarding subsequent perceptions and appraisals.” He is 
honest about his ideas as being a “convenient clinical heuristic” rather than a 
comprehensive theoiy of psychopathology or personality. However, the vaHdity of 
3  the application must be reduced without any reference to theory.
are
are
He discusses his ideas of the “Early Maladaptive Schemata” (EMS) that 
extremely stable and enduring themes which develop during childhood and 
elaborated throughout an individual’s lifetime. They provide templates to later 
experience. Although this is not explicit, the impHcation must be that a variety of 
infomiation processing biases develop that influence processing of future 
information, like that ofBeck. There are 6 defining features of EMS’s. They are 
3  unconditional beliefs about the self in relation to the environment, and thus there
are no real alternatives for that individual. This appears to contrast with Beck and 
his conception of conditional beliefs that are latent, yet no empirical evidence is 
oflTered. EMS’s are self perpetuating, being central to the sense of self and 
therefore more resistant to change. Indeed the possibility of change is veiy 
threatening to the individual, causing extreme emotional reactions. They 
dysfunctional m significant and recurring ways so that psychological distress 
caused. They are activated by events that are relevant to the schema. For example.
are
IS
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an incompetence schema would be activated by a task that was scrutinised. Thus 
there is an assumption that these EMS are invariably activated in particular 
situations, and in this way are pervasive, although only some contexts activate 
them. They are closely tied with high levels of affect when they are activated, 
unlike dysfunctional assumptions, and Young posits that they are a result of 
dysfunctional experiences with parents, siblings and peers in the first few years of 
life.
^  Schema are maintained in the domains of behaviour, cognition and affect. He
discusses how they are reinforced by information processing biases such as the 
diverting of attention to schema consistent information and away from schema 
inconsistent information. He discusses how the schema are adaptive in the 
environment in which they are formed, but they become maladaptive outside of 
that environment and cause self defeating behaviour. As a consequence of the 
schema being Hnked to unpleasant affect, they are avoided at times by a process of 
aversive conditioning. Young considers this to occur in all domains of functioning
%) (cognitive, behavioural and affective) and this means that they never are brought
into the open and questioned. It further means that the individual is never 
presented with other experiences that provide disconfirming information to 
disprove the validity of the schema. There is also a process of schema 
compensation where thoughts, feelings and behaviours are exaggerated in order to 
resolve schema issues.
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At first, in 1990, Young proposed 15 schema which could be divided into 4 
categories, but in 1992, Stein and Young proposed 16 that could be divided into 6 
broad domains. These are related to the developmental paths by which they are 
developed. These are instability and disconnection, impaired autonomy, 
undesirability, restricted self expression, restricted self gratification and finally, 
impaired limits. The first four categories proposed were functional dependence or 
incompetence, subjugation, vulnerability to harm and illness and finally 
enmeshment. He reports that he found these categories from the Schema 
Questionnaire that he has developed. This is a self report measure for the 
individual. Unlike Beck, he has not related constellations of these schema to any 
particular classification of personality disorder, but uses them more as a means of 
conceptualising a case and in the treatment of the difficulties that are presented by 
individuals that do not respond to short term Cognitive Therapy.
In relating schema to other levels of cognition. Young and Lindemann (1992) find 
that there are qualitative differences between schema, dysfunctional assumptions 
and NAT’s. EMS’s cut across all times and contexts, whereas the others are 
conditional. EMS are concerned with basic life themes of the 6 categories 
discussed above. They discuss how the therapeutic relationship is significant in the 
treatment of the schemas because it is a current relationship and it is better than 
discussing intrapsychic ideas. They find that those with personality disorders 
rarely introspect and therefore it is not such a successful treatment as the ‘in vivo’ 
relationship in therapy. Here, there are some similarities with developments in the 
integration with psychodynamic therapies.
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3
SAFRAN’S INTERPERSONAL SCHEMA
Safran (1990a) views Interpersonal schema as a generic cognitive representation 
of self - other interactions, and he thinks of them as a cognitive elaboration of the 
internal working model concept that is derived from Bowlby (1969,cited in Safran 
1990a) where infants develop a working model in order to maintain the closeness 
of attachment figures. This abstraction allows the individual to predict interactions 
and thus maintain relationships that are adaptive for the infant.
The theory has developed from an ecological approach (Gibson 1979, cited in 
Safran 1990a) where there is a realisation that traditional information processing 
approaches divorce the individual from its environment. It is not a study of 
humans in the real world, where there is interaction between person and 
environment in order to gain knowledge. Furthermore, the function of the process 
is significant and overlooked. There are some difficulties with this approach, 
however, as it provides metatheoretical constructs that are no longer falsifiable 
3  and hence must be broken down in order for them to be adequately studied.
However, when they are broken down, the end result is again similar to laboratory 
studies that cause the information processing approach to be criticised.
The interpersonal schema contain programmes for maintaining relatedness 
between individuals and is in the form of specific information such as goals, action 
plans and if- then contingencies. Self worth contingencies are implicit rules for 
maintaining this relatedness and are not necessarily conscious. He suggests that
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schema are best seen as cognitive - affective and are coded at the conceptual and 
the expressive - motor level where some aspects may be easily accessed at the 
linguistic level, and others not. There are a number of ways of maintaining 
relatedness. For example, talking in different ways depending on the interaction.
He proposes a Cognitive Interpersonal Cycle that can account for maladaptive 
interactions. These are based on working models that are consistently confirmed 
by other relationships. The relationships are the consequence of the individuals 
own behaviour which shapes the environment. Hence the maladaptive working 
model is confirmed and then becomes self perpetuating. They consider the 
difficulties lie here in emotional disorders where there are rigid styles of 
interaction that are also extreme and restricted so that there is a lack of flexibility 
between situations and thus individuals self perpetuate their difficulties.
There are clear links here between this conceptualisation of emotional disorders, 
and EMS. The implications for treatment also are similar in that both approaches 
3  discuss how the therapeutic relationship is very significant and this means that the
therapist must attempt to ‘unhook’ themselves fi-om this interactional style of the 
client and effectively ‘reparent’ the individual so that other styles can be 
developed that are more adaptive to the individual and that are less rigid and 
entrenched. However, Young also proposes strategies for challenging the schema 
themselves whereas Safi-an’s focus is purely on the interpersonal aspect. Safran 
discusses some prospects for the future study of the relationship between 
interpersonal flexibility and psychological health. Safran (1990b) discusses the
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difference between core and peripheral change. This means where there is only 
peripheral change there is symptom remission rather then deeper change. This 
distinction can be related to Young and the core structures of the EMS, and also 
Beck and his distinction between dysfunctional assumptions and NAT’s. Safran 
also draws comparisons with psychodynamic therapy and the work by Weiss et al 
(1987, cited in Saffian 1990a) on the role of disconfirming pathogenic beliefs.
There are other overlaps with previously described theories of schema in that 
Safran and McMain (1992) discuss the nature of emotional processing when it is 
related to the schema. They think that cognition and emotion are interdependent 
forms of information processing with different characteristics that have been hard 
wired into the organism through the process of evolution. Here, emotion is seen 
as a functional connection between the individual and the environment and gives 
information about the meaning of events and motivates the individual to 
potentially adaptive behaviour. Dysfunctional schema will distort the emotional 
information that is being processed and this causes a number of problems for that 
3  individual such as the lack of adaptive behaviour and socially appropriate
responses. This is a slightly extreme view of the self being only determined by 
others. Despite there being evidence that this is the case, perhaps other aspects of 
the self alone are important (Markus 1990).
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GUIDANO AND LIOTTFS ORGANISATION OF SCHEMA
Guidano and Liotti (1983) propose a model of knowledge organisation that can 
be related to the sense of self, and what this entails. Their model is based on work 
by Lakatos (1974,cited in Guidano & Liotti 1983) who looked at scientific 
theories as “Research Programmes”. This proposal is related to scientific analysis 
is similar to Kelly’s theory of Personal Constructs (1955). See Figure 1.
Figure 1. Knowledge organisation as a research programme
(1) (2) (3)
METAPHYSICAL HARD CORE PROTECTIVE BELT RESEARCH
PLANS
Representational 
models of the self 
(personal identitiy)
Representational models 
of reality
Deep structures of tacit 
self knowledge
Attitude
towards
oneself
Self identity 
&
Self esteem
Attitude
toward
Rules for assimilation 
of experience & 
Procedures of problem 
solving
This model is gradually developed in childhood where changes can be seen 
between the prescientific trial and error learning that allows the inborn sense of 
enquiry to flourish, and the use of logical - conceptual structuring that occurs 
later. These allow internal coherence and the ordering of the world in different 
ways. As a result, several functions are permitted:
1. the ability to look at oneself and to have an attitude towards reality
2. an attitude towards the self.
3. and a concept of personal identity.
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3
They distinguish between tacit and explicit knowledge. Tacit knowledge (1) 
governs emotional and imaginative life, where as explicit knowledge governs 
intentionality. There is a relationship here with the conscious and the unconscious, 
although they do not explicitly say so. The metaphysical hard core (1) is where 
the basic assumptions are made and cannot be disproved. These lead to 
hypotheses from which the rest of the programme is made. They discuss how 
once this is made, a rigid ‘negative heuristic’ is formed and this preserves the 
nucleus by the selective exclusion of contrary research findings. In cognitive 
language this could be seen of as the core schema that influence information 
processing by having biases in the encoding, retrieval and memory of information. 
There is also a ‘positive heuristic’ where the fields of research are defined and 
further help steer towards those areas of research that do not confuse the nucleus. 
This is flexible and articulated.
Further to this there are other structures. The Protective Belt (2) are auxiliary 
Z) hypotheses that form around the nucleus and safeguard its integrity. The Research
Plans (3) are complex and articulate structures that allow the scientist to look at 
the area of concern. The possible outcomes are that the research confirms the 
hypotheses and there is greater elaboration, or that the data doesn’t do this and 
then there is a thickening of the protective belt and defensive and overcontrolling 
programmes are developed. This can be related to Safran and Young’s ideas 
where such programmes lead to the development of psychopathology. It could be 
anticipated that if the hard core is dysfunctional in some form, then the protective
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belt and the research programmes would seek to confirm this fault, and 
disconfirmatoiy information would be limited.
The protective belt is divided into (a) personal identity. This is the overall pattern 
of traits and attitudes that is considered individual and distinctive, and are 
immediately available in the conscious representation of that individual. It is the 
outcome of the various domains that constitute an individual’s knowledge. They 
consider it’s development to be a gradual process that is affected by the 
environment and feedback from the world around, (b) Self esteem is the degree of 
congruence between the beliefs concerning ones value and ongoing evaluation of 
ones behaviour and emotions. The representational models of reality are thus not 
objective or logical, but are consistent with the reality that the hard core and 
protective belt have formed. They are much more likely to confirm the hypotheses 
rather than eliminate them. The think that individuals are veiy good at adapting to 
environments while still maintaining their own concept of reality, and it can be 
seen in people’s behaviour that is consistent with their personal identity. This can 
also be seen in those with personality disorders who manifest self defeating 
behaviour which, as Young suggests, is consistent with the EMS that they have.
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KELLY AND PERSONAL CONSTRUCTS
In 1955, Kelly proposed a theory of personality that involved what today could be 
called schema. He proposed that humans were knowing and thinking beings, and 
that the use of scientific method, one example of which is described above and 
could be applied to human behaviour. Thus he thought that we used theories and 
hypotheses and that we tested for validity. He used the notion of Constructive 
Altemativism to explain our successive approximations of predicting behaviour.
This is defined as ‘...we assume that all of our present interpretations of the 
universe are subject to revision and replacement’ (Kelly 1955). He related his 
theory to both philosophy and psychology. His Fundamental Postulate was that 
‘a person’s processes are psychologically chanelised by the ways in which he 
anticipates events’. Thus we form predictions about events and this allows better 
interpretation of fiiture ones.
He also proposed 11 corollaries of the postulate. These are also hypotheses about 
the nature of personal constructs and their content and organisation. The main 
2 )  points describe how a person anticipates events by interpreting the commonalties
that have previously occurred, that there are individual differences in the 
construction, that there is a system and a hierarchical organisation of the 
constructs, and that they are in a dichotomous form. The dichotomous nature of 
them is a difficulty about the theory as it limits the view of the world, and is rather 
simplistic. He also has corollaries associated with the possibilities that there are 
information processing biases implicated by the constructs, that each construct has 
a limited range in which it is usefiil, and that there is room for change in the
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system as experiences are added. His modulation corollary is similar in the 
implications of Young’s EMS, where they are rigid and the implications for 
processing of information. He also considers that new constructs do not 
necessarily develop from old ones, with the implication that there is no learning 
from the past. He finally also emphasises the interpersonal nature of the 
constructs, as does Safran (1990) in his discussion about interpersonal schema.
MARKUS’S SELF SCHEMA
Markus (1977, cited in Markus 1990) considers that there are ‘cognitive 
generalisations about the self, derived from past experience, that organise and 
guide the processing of self related information contained in the individuals social 
experiences’. This is the self schema, which is a multidimensional and multifaceted 
structure that has a role in organising all aspects of behaviour. He thinks that each 
individual has a number of representations, and some become the focus of 
attention and are therefore elaborated and dominate consciousness. There will be 
overlaps in similar cultural groups in the nature of the schema. As with a number 
2 )  of other theories, the schema are constructed from life experiences and they allow
for the selective processing of information. Markus and Wurf (1987) consider the 
consequences of the self schema on information processing. There is a heightened 
sensitivity to, and enhanced recall and recognition of, stimuli that refer to the self 
and more efficient processing of stimuli that are congruent with the self. There is 
also a resistance to the acceptance of information that is not congruent with the 
self structure, and there is greater confidence in behavioural predictions, 
attributions and inferences in areas that are relevant to the self.
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Markus considers that there is adequate evidence to relate the differing content of 
schemas to different symptom disorders, but there is little research into the 
structure of the schemas, and into the differential behaviour of schema depending 
on their content. He discusses the nature of a ‘normal’ individual’s schema, 
comprising of good and bad ones, with the bad ones being offset by positive ones. 
Evidence for this comes from college students where the desire to be thin is 
similar to those who have Anorexia Nervosa, but that there are other factors that 
offset this desire.
Markus (1990) suggests that there are a number of future directions for the 
schema concept. There is currently debate into where affect influences schema, 
and further, the influence of diffuse compared to discrete negative aspects of the 
self on behaviour and the development of symptom disorders.
THE DEVELOPMENT OF SCHEMAS
2 ) Several authors have hypothesised the development of schema. These appear to
be taken from a number of different theories of development, and some are related 
to specific personality disorders. It is interesting to note that those that do include 
a theory of schema development, do not include a theory of the development of 
normal peoples schemas, but only focus on those who have maladaptive ones.
Beck and Freeman (1990) notably do not give an account of the development of 
schema.
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Young (1990) thinks that there are 5 primary tasks that the child must negotiate in 
order to develop healthily. He notes that biology and temperament interact with 
the development of schema, and in negotiating these tasks. Therefore there is 
some doubt as to whether a schema is in fact a basis of personality, or 
temperament. Young, however, posits that temperament is biologically 
determined.
The five tasks are those of autonomy, connectedness, worthiness, reasonable 
expectations and realistic limits. These appear to reflect the domains that Young 
first gave as the categories of his EMS’s. There is no information as to how he 
thinks that this may have changed as a result of there now being 6 domains that 
are different fi'om the first ones, and how these need to be adequately developed 
in normal childhood for them not to become EMS, although he does briefly 
mention the typical family origin of them.
2 )  Autonomy is the knowledge that the world is relatively safe and that there is a
sense of integrity and control and that they can express their own needs and 
wishes. Connectedness is described as the sense of being connected to others in a 
trusting, stable and enduring manner, both at an individual and a group level. The 
task of developing worthiness is where one is seen as acceptable and desirable to 
others and that one is worthy of attention and respect from others. Reasonable 
expectations is the setting of standards for oneself in the performance and 
achievement domains, and realistic limits is the capacity to discipline oneself and
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control ones impulses. The appropriate development of these areas comes from 
good relationships within the family and from peers around them, and the ability 
to internalise what one is taught by those around one. This seems rather 
atheoretical, not explicitly based in any theory, nor does he suggest any research 
developments that could be carried out in order to help clarify these tasks.
Layden et al (1993) discuss the development of schema when it’s related to 
Borderline Personality Disorder (BPD). They look at this in relation to both 
Eriskson’s (1963, cited in Layden et al 1993) model of development and also to 
the cognitive development theory of Piaget (1952, cited in Layden et al 1993).
From Erickson’s model she posits that difficulty in the first 4 precursor stages 
may lead to the development of Borderline Personality Disorder as they vacillate 
between the 2 extremes of the challenges (e.g. trust vs. mistrust). Hence there is 
an unsuccessful resolution of them. These four stages are trust versus mistrust, 
where the world is considered a safe place, autonomy versus shame and doubt 
where there is a sense of mastery and there are clear boundaries between the child 
2 ) and the caregiver. Initiative versus guilt occurs providing there is a sense of
masteiy, allowing active exploration of the environment and guilt refers to what 
happens if these initiatives lead to punishment, with schema such as dependence, 
incompetence and unloveability possibly developing. The fourth precursor stage is 
that of Industry versus Inferiority where more productive and life skills are learnt.
Throughout adolescence and adulthood there are other outcome stages that allow 
for continued and full growth of the individual. In BPD this does not occur as a
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result of the EMS’s that have already formed. These stages are ego identity versus 
role confusion and intimacy versus isolation where one must develop a shared life 
with someone else without feeling overwhelmed. There is the task of generativity 
versus stagnation and integrity versus despair, that occur in old age.
Layden et al also relate BPD and some of the difficulties that are seen in this 
disorder with cognitive development that is proposed by Piaget. Here, infants and 
children develop more and more complex strategies for problem solving, but there 
is incomplete development in BPD. Alternatively, they use complex strategies for 
some operations, but for others they revert to immature ways of processing.
The Sensori - Motor stage is the first that aids in the development from 
egocentrism where the individual is unable to differentiate self fi'om others.
Layden thinks that this is why those with BPD find it hard to see other points of 
view, and this leads to information processing biases where individuals are unable 
to attend to the needs of others, and focus on their own needs. The Preoperational 
2  stage is where there is progress towards symbolic representation and the notions
of past and future. In BPD this is manifested in the individuals inability to see 
gradations, thinking only in generalisations, or specifics, and not in between. The 
time of concrete and formal operations is when there is production of consistent 
and logical internal thought. The ability to think about thinking is that of formal 
operations and this can produce theories based on the data. It is interesting to see 
the similarities of this with Guidano and Liotti’s Research Programmes, and 
indeed Kelly’s conception of Personal Constructs. This is a process that Layden et
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al do not think those with BPD are able to perform often, and this is what makes 
Cognitive Therapy challenging for them.
There are also the processes of Assimilation, which is when external information 
is sorted into existing structures, and as there is a fit there is no need for change, 
and that of Accommodation where information does not easily fit and thus there is 
change in the structures themselves. Although this is an adaptive reaction when 
the schema are maladaptive, and the information is positive, in BPD this process 
does not occur. Thus all possible positive information is discredited and this is 
what causes treatment take so long. It implies a new process must be learnt. There 
are similarities with other theories that suggest that there are information 
processing biases in those with a disorder (e.g. Beck), but this also occurs in 
symptom disorders as well as personality disorders. It would be useful to discover 
if they also occur in the general population, or whether the significant 
differentiating feature is the difference in processing.
While Layden has found a theory of development of schemas that is relevant to 
personality disorder in work by Piaget and Erickson, Safi*an (1990) found the 
development of interpersonal schema relevant to work by Bowlby in maintaining 
relatedness with attachment figures. He also found some of the work by Stem into 
“Representations of Interactions that have been Generalised” (RIGs) to be 
relevant to the development of schema.
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Stem (1985, cited in Safran 1990a) has developed a concept of a RIG which 
allows for the distinction between semantic and episodic memory in the infant’s 
encoding of interactions. Thus over time the similarities of interactions are 
abstracted and enter semantic memory as generalised representations, or RIG’s.
These representations are specific, so a hierarchy of many RIG’s that make up a 
working model, and many of the working models make up a Generalised Model 
of the attachment figure.
Some authors have been concemed with the definition of a schema, others have 
taken the step to accept the difficulties with the concept and apply it to 
personality disorders anyway. Layden et al uses the concept of schema to mean 
those EMS’s that are discussed in Young’s work, and uses the content of the 
schema to be the defining aspect of them. While it may be the content of them that 
is most easily identified, it is likely that the other areas of process (i.e. information 
processing biases) and structure are also significant in the development of 
personality disorders.
SCHEMA AND THE RELATIONSHIP WITH PFRSONAT JTV 
DISORDERS
Beck and Freeman (1990) discuses a link with hard wiring and evolution in order 
to establish the origin of the schema. Cognitive, affective and motivational 
programmes are automatic process and may have been evolved to sustain life, just 
as we see in nonhumans. They think that since there have been such dramatic 
changes in our environment and in human evolution in such a short time
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(evolutionarily speaking) that the fit between the hard wiring and the environment 
causes personality disorders where there is a lack of flexibility and a lack of 
control.
Behavioural differences reflect a difference in personality that is caused by 
differences in the gene pool. They also posit that if those behaviours that are 
present as children persist into adolescence, a personality disorder develops. This 
is similar to Layden’s notion of the variable use of adult forms of processing.
They thinks that individuals have personality profiles that cause differences in the 
response and degree of response to situations. Thus beliefs and schema are a 
function of the individual’s personality. In personality disorders the beliefs are 
more pronounced and show the same behaviour in more situations, have a 
compulsive quality to them and are less easy to control of modify. Any situation 
that has a bearing on the maladaptive schema will activate it rather than an 
adaptive one. As previously suggested. Beck and Freeman think that schema 
cause differences in information processing, and are hierarchically organised so 
2  that it is influenced by a feed forward mechanism.
Personality is a relatively stable organisation of systems and modes, where 
systems cause the sequence of processing of information fi'om perception to 
behavioural response, and are interlocked structures. There are separate, yet 
related systems for cognition, affect, motivation, action and control. There is 
reinforcement or punishment of the strategies that is linked with affect and it is 
this that mobilises and maintains strategies. They suggest it is the internal control
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system that is involved in modulation, modification and inhibition of impulses.
This may be linked to the self concept which may move you between a personality 
type to a personality disorder.
Liotti (1992) has put forward a view of egocentrism as the important factor in 
personality disorder. This is clearly related to the previous discussion of 
egocentrisn as a process that Piaget has suggested occurs in the Sensori - Motor 
stage of development. Here it is described as the inability to distinguish between 
ones point of view and that of others, and without this it causes life crises. Liotti 
suggests that through adolescence there is a decline in egocentrism, but it is still 
present at the abstract level where, although, adolescents no longer think that they 
have unlimited power of their own thoughts and thus they are able to think that 
these aren’t the only possible ones, they do think that they are the only valid ones. 
Elldnd (1974, cited in Liotti 1992) has suggested that egocentrism in adolescence 
takes the form of two things, and although normally these are transient, in 
personality disorders they may persist, even with the provision of contradictoiy 
2  evidence. The two forms are that of a Personal Fable and that of an Imaginary
Audience. A fable is where an untrue story is accepted as an important part of a 
persons identity, and in personality disorders this is where there is denial that time 
will bring about any changes in the self or the world. An imaginary audience is 
where adolescents think that others are only concemed with their appearance and 
behaviour, and when they anticipate others reactions, they expect them to be the 
same as their own. Thus a sign that adolescent egocentrism is diminishing is when 
they are able to take multiple other perspectives.
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Liotti has the view that difficult early social relationships, through the mediation 
of painful emotions hamper the process of overcoming egocentrism. For example, 
insecure attachments and abnormal patterns of parental behaviour. With these 
abnormal styles of communication there are limited opportunities to communicate 
ones emotions and there is some evidence that there is considerable importance in 
the ability to talk about ones emotions and the development of personal 
knowledge (Bretherton, Fritz et al 1986). Thus abnormal parenting causes 
negative views of the self and others and this can be related to egocentrism as 
negative cognitions about the self hinder self disclosures and thus perspective 
taking is unable to further develop. This inability of disclosure will affect the 
development of relationships because as part of this there is a necessity for there 
to be reciprocal perspective taking as this is what leads to greater intimacy. When 
there is an egocentric partner then this process is not present and the relationship 
is more likely to fail and the egocentric individual will attribute this to global guilt 
or global malevolent attitudes thus confirming the negative view of the self and 
2  others. Thus Liotti considers that egocentric children run the risk of feeling
rejected by their peers, only interacting with other peers that also have a negative 
view of themselves, or they become trapped in a self confirmatory cycle of 
unhealthy relationships.
Liotti draws a distinction between neurosis, psychosis and personality disorder 
where the neurosis is a cognitive regression to preoperational types of thinking, 
neurosis is linked to formal operations and personality disorders are somewhere in
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between. However, this is where his discussions of personality disorders falls 
down, as there is evidence that psychoses are not qualitatively the same as 
neuroses, and indeed traditionally personality disorders are thought to be different 
again from both neuroses and psychoses, and more severe than the symptom 
disorders.
Hence here Liotti has an emphasis on the cognitive and relationship development 
of personality disorders. The relationship aspect can be related to interpersonal 
schema that Safran discusses, although from a slightly different angle.
Egocentrism could be described as the result of dysfunctional interpersonal 
schema, that have developed as Liotti suggests, through dysfunctional early 
relationships. Safran also proposes that the schema are formed through early 
experiences with attachment figures, although he indicates that the difficulties that 
those with dysfunctional interpersonal schema have are more global and less 
specific than those difficulties that Liotti suggests. Liotti hypothesises more into 
the results of the egocentric processes, whereas Safran is much less specific as to 
2  the nature of the difficulties after the interpersonal schema are formed. However,
the concept of egocentrism seems to be an equally abstract concept with similar 
difficulties in its measurement as that of schema. It could also be fitted into 
Young’s conception of EMS as these could be described within the impaired 
limits category of the 16 schema, and it can be related to BPD in this respect.
However, how well this fits into the other personality disorders is another issue.
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Kiesler (1986) finds that there are two theories of personality disorder. These are 
the biosocial learning theory of Millon (1986), and that of the Interpersonal 
Circle, where there is faulty interpersonal communication with others. This is 
similar in principle to the theory of Interpersonal schema that is proposed by 
Safi*an (1990). The proposed circle includes exact opposites that are classes of 
interpersonal actions, and the radii represent the extremity of the behaviours. The 
degree of abnormality is seen in the distance fi'om the midpoint of the circle.
There is the attempt to map the DSM criteria for personality disorders onto the 
circle. However it appears that this is difficult to be sure of reliability and validity.
Millon (1986) discusses how personality can be related to pathology. He sees 
personality as a construct that is man made in order to aid our understanding of 
humans. He thinks that there should be a system of structures and fimctions that 
mirror the biological function of the body, and is abstracted both fi'om genetics 
and the environment. He suggests there is an integrated pattern that is entrenched 
and pervades all areas of life. This implies that deficiencies in coping with the 
2  environment, and difficulties with the biological element leads to a disorder. Thus
there is an interplay between internal (structures) and external environments (e.g. 
interpersonal).
He suggests that there should be dimensions of space and time related to 
disorders. Space relates to the degree to which pathological processes fall along a 
continuum fi'om focal to pervasive, and time is a continuum of transient to 
enduring. With these continua there can then be distinctions between personality
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systems, symptom disorders and behavioural reactions, and there can also be 
distinctions between internal and external reactions that occur in response to the 
environment.
He considers that there is a continua with personalities from the normal to the 
abnormal. The differences between these are that there is functional inflexibility 
with the pathological ones, a tendency to foster vicious or self defeating cycles, 
and a tenuous structural stability in times of stress.
He has formed the personality disorders into classes that are closely 
correspondent to the DSM criteria that are not diagnostic entities, but ‘heuristic 
prototypes’. Thus BPD is called dysfunctional dependent, discordant and 
ambivalent. He also divides the personality disorders into severity types so that, 
for example, at the least severe end is Dependant, moderately severe is 
Compulsive and most severe is BPD.
] )  SYNTHESIS
There are a number of commonalties between the theories of schema and their 
development, and the relationship with personality and personality disorders.
Structurally, most of the authors suggest that there is some form of hierarchical 
organisation, although there are notable exceptions, such as that of Guidano and 
Liotti (1983) who suggest that they are heterarchically organised. Generally there 
is an assumption that schema are a mediating link between perception and
145
Mary Maiming________________________________________  Year One - Literature Review
behavioural response, and that they cause some form of information processing 
bias. There are also differences regarding where in the organisation of knowledge 
they come, as Beck and Freeman (1990) consider that they are a less abstract 
concept than that of Young (1990), who considers them to be more pervasive life 
themes.
There are also differences between the content of the schema, although there is 
general agreement that different disorders are caused by varying content.
Theories agree that external events cause schema to be activated, although how 
consistent this activation is varies between theories. There are slightly unclear, yet 
present, similarities between theories into the nature and function of emotion in 
the processing of schema and how these may serve to motivate behavioural 
responses.
The schema concept has significance for the sense of self and the self concept. 
Markus (1977), Kelly (1955), Young (1990) and Guidano and Liotti (1983) all 
2  discuss how the self is derived fi'om schema and these allow knowledge to be
organised in individual ways that tend to maintain biases that are present. Safran 
(1990) also discusses the cognitive interpersonal cycle that serves to maintain 
dysfunctional schema. There is considerable agreement that schema consistent 
information is accepted as evidence for the schema, and that which is inconsistent 
is rejected, thus serving to maintain the schema. The assumption here is that the 
interpretation of events is more significant than the truth and external reality of 
them. This is a basic premise of all the phenomenological theories. There are
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similarities in the way that the theories consider that information is acquired and 
processed, with the idea that the individual is a scientist.
There is considerable agreement at a basic level into the formation of 
dysfunctional schema and that early relationships with others serve to form them. 
However, the theories that are used as evidence for this vary widely, some having 
a more interpersonal focus and others being more cognitive in nature. The fiirther 
extension of dysfimctional schema into adolescence and then adulthood are 
generally hypothesised to cause the development of personality disorders.
A variety of theories have similar implications for intervening in people with 
dysfunctional schema and the difficulties that they cause. Both Young (1989) and 
Safi-an (1990b) discuss how there needs to be a process of unhooking the 
individual from the interactional styles that they have developed, and learning new 
ones. They suggest that one way to do this is through the therapeutic relationship.
CONCLUSIONS
Thus there are issues of the content, structure and the process of how schema 
work. Most theories involve some form of information processing bias and there 
is research into exactly how the biases cause the perception of information to be 
different. There is agreement that when the content of the schema is maladaptive, 
this causes some form of disorder. However, the place of schema in the structure 
of knowledge organisation and thus the level of significance of them is different
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depending on the particular theory, and there is less agreement into the structure 
of schema organisation, and how they are activated.
There are still significant difficulties with the schema concept as it is so abstract, 
and as with personality, can be seen as an heuristic in order to help us to 
understand how the personal orgamsation of the self is constructed. A large 
problem, especially with some theories such as that of Young where EMS are at 
an even higher level in the organisation of knowledge than that of beliefs (e.g.
Beck), is that the observability of the results (in cognitive, behavioural and 
emotional terms) of schema are even less easy to see, and test for. Although some 
theorists are inventive into the possible research methods that can be employed, 
these seem more and more to move away from real life situations and into the 
realms of the laboratory. As an extension of the debate into schema, there is also 
debate into where the action of Cognitive therapy is, and into the core and 
peripheral nature of any change that can be observed.
In relation to personality disorders, there are difficulties that are about how these 
relate to personaHty in the theoretical sense, and no information has yet been seen 
about this. So far it seems that personality disorders are constructs that are found 
in the DSM IV, but the word ‘personality’ could be replaced by others to indicate 
the lack of treatability and the chronic nature of them.
There is also veiy little information about the development of schema and the 
process of adaptive development of adaptive schema, as well as why the various
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incidents and relationships that are negative cause the development of maladaptive 
schema. So far there has been no evidence that the normal population have 
schema except for a mention by Markus (1990), and if they do, what the 
qualitative or quantitative differences between these and maladaptive ones are.
There needs to be further integration of theories and greater emphasis on 
empirical evidence for there to be a fuller understanding of schema.
149
33
Mary Manning______________________________________________ Year One - Literature Review
REFERENCES
Beck, AT., and Freeman, A. (1990). Cognitive Therapy o f Personality 
Disorders. New York: Guilford Press.
Bretherton, I., Fritz, J., Zahn - Waxier, C. and Ridgeway,D. (1986). Learning to 
talk about emotions: a functionalist perspective. Child Development, 57 (3), 529 - 
548.
Fiske, S. and Linville, P. (1980). What does the schema concept buy us?
Personality and Social Psychology Bulletin, 6(4), 543 - 557.
Guidano, V. and Liotti, G. (1983). Cognitive processes and emotional disorder.
New York: Guilford Press.
Kelly, G. (1955). The Psychology o f personal Constructs, vol. 1. New York:
Norton.
Kiesler,D.J. (1986). The 1982 Interpersonal circle: analysis of the DSM HI 
Personality Disorders. In T. Millon and G. Klerman (Eds3 Contemporary 
directions in Psychopathology. Guilford Press: New York.
Layden, M., Newman, C., Freeman, A., and Morse, S. (1993). Cognitive therapy 
o f Borderline Personality Disorder. Boston: Allyn and Bacon.
150
)Mary Manning----------------------------------------------     Year One - Literature Review
Liotti, G. (1992). Egocentrism and the cognitive therapy of personality disorders. 
Journal o f Cognitive Psychotherapy, 6(1), 43 - 58.
Mandler, G. (1984). M ind and body: Psychology o f emotion and stress. New 
York: Norton.
Markus, H. (1990). Unresolved Issues of self representation. Cognitive Therapy 
and Research, 14(2), 241 - 253.
Markus, H. and Wurf, E. (1987). The dynamic self concept: A social 
psychological perspective. Annual Review o f Psychology, 38, 299 - 299 - 337.
Millon, T. (1986). A theoretical derivation of pathological personalities. In T.
JVGUon and G. Klerman (Eds) Contemporary directions in Psychopathology. New 
York : Guilford Press.
Persons, J. (1993). The Process of change in cognitive therapy: Schema change or
acquisition of compensatory skills? Cognitive Therapy and Research, 17(2), 123 - 
137.
Power, M. and Champion, L. (1986). Cognitive approaches to depression. British 
Journal o f Clinical Psychology, 25(3), 201 -212.
151
)Mary Maiming  ------------------------------   ;_____________ Year One - Literature Review
Robins, C. and Hayes, A. (1993). An Appraisal of Cognitive therapy. Journal o f 
Consulting and Clinical Psychology, 61(2), 205 - 214.
Safran, J. (1990a). Towards a refinement of cognitive therapy in the light of 
interpersonal theory; 1. Theory. Clinical Psychology Review, 10, 87 - 105.
Safran, J. (1990b). Towards a refinement of cognitive therapy in the light of 
interpersonal theory; 11.Practice. Clinical Psychology Review, 10,107-121.
Safran, J. and McMain, (1992). A cognitive - interpersonal approach to the 
treatment of personality disorders, loum al o f Cognitive Psychotherapy, 6(1), 59 - 
68 .
Segal ,Z. (1988). Appraisal of the self schema construct in cognitive models of 
^opvtssion. Psychological Bulletin, 103(2), 147-162.
Stein, D. (1992) Schemas in the cogmtive and clinical sciences; an integrative 
construct. Journal o f Psychotherapy Integration, 2(1), 45 - 63.
Stein, D. and Young, J. (1992). Schema approach to personality disorders. In D.
Stein and J. Young (Eds.) Cognitive science and clinical disorders. Academic 
Press.
152
)Mary Manning----------------      Year One - Literature Review
Young, J. (1990). Cognitive therapy fo r personality disorders: a schema focused 
approach. Florida: Professional Resource Exchange.
Young, J. and Lindemann, M. (1992). An Integrative schema focused model for 
personality disorders. Journal o f Cognitive Psychotherapy, 6(1), 11 - 23.
Williams, R (1994). Cognitive therapy for difficult patients: a review. 
International Review o f Psychiatry, 6, 175 - 186.
153
)RESEARCH SECTION
CHAPTER 2
YEAR TWO - SMALL SCALE RESEARCH 
PROJECT
AN INVESTIGA TION OF COGNITIVE 
SCHEMAS AND THEIR RELATIONSHIP WITH 
ANXIETY AND DEPRESSION IN THE 
GENERAL POPULATION
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ABSTRACT
The concept of Early Maladaptive Schema (Young 1990) has been proposed to 
aid the conceptualisation of Axis II disorders. A continuum is assumed to be 
present between those who do not have difficulties through Axis I, to Axis II 
disorders. A previous study investigated which schemas were related to anxiety 
and depression. The current study investigated a comparison of the cognitive 
schemas in those who were found to be depressed or anxious, as measured by the 
Hospital and Anxiety Depression Scale (HAD scale), and those that were not.
Early Maladaptive Schema were measured using the Schema Questionnaire 
(Young 1990). The sample of 148 subjects was taken from the general population 
using a snowballing method. It was anticipated that there would be a relationship 
between the Schema Questionnaire and the HAD scale, and particular schema 
would be related to anxiety and depression. Results suggested that there was 
evidence for these hypotheses. This study therefore provides some further 
empirical evidence for a continuum between the normal population and Axis I 
disorders, and further evidence for the cognitive theory of anxiety and depression.
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INTRODUCTION
Over the last few years there has been a growing interest in the application of 
Cognitive Behaviour Therapy (e.g. Beck 1976) to more complex cases. One area 
of expansion is in the area of Personality Disorders. With this expansion have 
come modifications to the theories of Cognitive Behaviour Therapy, and the 
concept of schema is one that is prominent.
Schema Concept
Beck (1967) discusses the schema concept in terms of conditional beliefs, that are 
latent until activated by a triggering situation. He relates how these cause 
information processing biases that serve to maintain these beliefs about the world, 
the self and other people. It is the schema that affect the individual’s thoughts, 
feelings and behaviour. More recently Beck and Freeman(1990) he has discussed 
how there are differences in terms of a number of structural qualities of schema 
between the categories of “Axis T’ (Clinical disorders or Other conditions that 
may be a focus of clinical attention) and “Axis E” (Personality disorders and 
2  Mental Retardation), as described by the Diagnostic and Statistical Manual IV
(APA 1994). These are:
1. Breadth. Whether they are narrow, discrete or broad.
2. Flexibility or Rigidity. Their capacity for modification.
3. Density. Their relative prominence in the cognitive organisation.
4. Valence. The degree to which they are energised at a particular point in time.
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While he does not enter into detail about the first three of these, he discusses at 
length the continuum of valence and how this is different in those with Axis I 
disorders compared with the more generally hypervalent schema of those with 
Personality Disorders.
Other authors have offered alternative definitions of the schema concept while still 
using it in the context of Cognitive Behaviour Therapy. A particularly influential 
author. Young (1990) describes his notion of schema as similar to Segal’s (1988) 
definition:
“ organised elements of past reactions and experiences that form a relatively 
cohesive and persistent body of knowledge capable of guarding subsequent 
perceptions and appraisals”.
He relates how his idea of Early Maladaptive Schema (EMS) are stable and 
enduring themes that develop throughout childhood, being influenced by 
3  significant caretakers and the environment surrounding the infant. Again, they
cause information processing biases that mean they tend to be maintained 
throughout the individual’s lifetime. In contrast to Beck’s earlier definition, these 
beliefs are not conditional and are central to the sense of self, being more related 
to personality characteristics. The EMS’s are dysfunctional in nature, and are 
usually tied to more intense levels of affect. He proposes that EMS’s can be used 
to aid the conceptualisation of Personality Disorders, and therefore as a focus for 
treatment.
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Young proposes that there are 16 core EMS’s, and these are divided into 6 higher 
order schema. Please see Figure 1 :
Figure 1. Young’s Hierarchical model of Schema, f After Schmidt et al 1995)
INSTABILITY AND 
DISCONNECTION
Abandonment
Emotional Deprivation
Abuse/
Mistrust
IMPAIRED
AUTONOMY
Functional dependence / 
Jncomnetence
Vulnerability to Harm 
and Illness
Enmeshment
UNDESIRABILITY
Defectiveness / Shame
Social Undesirability
Failure to achieve
RESTRICTED SELF RESTRICTED IMPAIRED LIMITS
EXPRESSION GRATIFICATION
1
Subjugation
Emotional Inhibition
Self Sacrifice
Unrelenting standards
Negativitv / Pessimism
Entitlement
Insufficient self control / self 
discinline
Young (1995) indicates that the schema of Isolation has been added, although no 
information is presented as to which higher order schema it is a member;
Instability and Disconnection would be a possibility. The schema of Negativity / 
Pessimism has been removed.
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While the concept of EMS has clinical utility not only in the conceptualisation of 
complex problems, but also in the treatment indications for such difficulties, there 
is little empirical research into the concept. Indeed almost all of what is written is 
purely theoretical, and empirical testing of the concept when it is so far removed 
from the observable is extremely difficult.
Research Findin2 Into TheEMS^sAnd The Schema Questionnaire
Young (1991) has constructed a questionnaire based on his organisation of the 
EMS’s shown above. Please see discussion later.
Schmidt, Joiner, Young and Telch (1995) have published one study about the 
schema construct using the Schema Questionnaire. Their study is based on the 
assumption that
“EMS’s exist on a continuum with nonclinical populations exhibiting similar but 
less pronounced cognitive biases compared to clinical samples”.
While examining convergent and discriminant validity of the questionnaire, 
regression analyses were conducted with a number of tools that measure 
psychological distress. These were presented to 163 college students. The 
measures of distress were:
1. Beck Depression Inventory (BDI, Beck et al 1979)
2. Dysfunctional Attitude Scale (DAS, Weissman 1979)
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3. Personality Diagnostic Questionnaire - Revised (PDQ - R, Hyler and Reider 
1987)
4. Positive Affectivity / Negative Affectivity Scale (PANAS, Watson and Clark 
1990)
5. Rosenberg Self Esteem Questionnaire (SEQ, Rosenberg 1965)
6. Symptom Checklist - 90 Revised (SCL - 90R, Derogatis 1983).
In the regression analyses the independent variables were the subscales of the 
Schema Questionnaire, the DAS and the SEQ. The dependent variables were the 
General Severity Index of the SCL - 90R, the BDI and the anxiety subscale of the 
SCL-90R.
When the BDI was the dependent variable, the Functional Dependence /
Incompetence subscale of the Schema Questionnaire was found to account for 
27% of the variance, and the Defectiveness subscale of the Schema Questionnaire 
added a further 6% of the model.
With respect to the SCL - 90R’s subscales of anxiety, when this was the 
dependent variable, the Vulnerability to Harm and Illness subscale of the Schema 
Questionnaire accounted for 28% of the variance, and the Emotional Inhibition 
and the Functional Dependence / Incompetence subscales each accounted for 3% 
of the variance.
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Current Study
The maladaptiveness of schema in this study is seen as being on a continuum 
between normals and those with Personality Disorders. This follows the study by 
Schmidt et al (1995), and continua are discussed theoretically be Beck (1990), 
particularly in terms of the valence of schema. This study was designed to provide 
empirical evidence for this continuum.
Evidence for a relationship between psychological distress and the Schema 
Questionnaire are discussed by Schmidt et al (1995). This study was proposed to 
further elaborate this relationship by examining the EMS’s of those with Axis I 
type disorders and those with no self reported symptomatology.
Relationships were hypothesised between certain subscales of the Schema 
Questionnaire and psychological distress from cognitive theories of depression, 
thus extending the findings of Schmidt (1995). Beck (1976) discusses the 
relationship of threat events to anxiety, and hence the Unrelenting Standards 
)  subscale was added to scales already implicated in relation to psychological
distress from the discussion above. The subscales of Subjugation, Self sacrifice 
and Failure to Achieve were added to the depression hypothesis as loss events and 
thoughts around failure have been related to depression (e.g. Beck 1976). Again, 
this study was designed to provide further empirical evidence for these theoretical 
and clinical observations.
161
Mary Manning___________________________________________Year Two - Small Scale Research
Hypotheses
1. There is a relationship between the Schema Questionnaire total score, and the 
total score for the HAD scale such that those with a higher score on one measure 
will have a higher score on the other measure.
2. Those participants who show a “case” of depression (a score of 8 or more on 
the HAD D) will show a profile on the Schema Questionnaire that indicates a 
higher score on one or more of the following schema:
3  a. Functional dependence / incompetence
b. Defectiveness / shame
c. Subjugation
d. Self Sacrifice
e. Failure to achieve
3. Those participants who show a “case” of anxiety (a score of 8 or more on the 
HAD A) will show a profile on the Schema Questionnaire that indicates a higher
)  score on one or more of the following schema:
a. Vulnerability to harm and illness
b. Functional dependence / Incompetence
c. Emotional Inhibition
d. Unrelenting Standards
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)
A further aim of the study is to look at the types of EMS that may be present in 
the normal population of participants that are not symptomatic of anxiety or 
depression. This is important as theoretically those who do not have either anxiety 
or depression should not have EMS either, as they are related to psychological 
distress and personality disorders that are at the other end of the continuum.
METHOD
Subjects
The questionnaires were presented to 200 participants, and 151 were returned, 
thus giving a return rate of 75.5%. Subjects were asked within the age range of 16 
to 65 years.
It was hoped that the sample would comprise the proportions of ages and sexes 
found within the general population. With a sample o f200 participants this was 
calculated (Central Statistics Office 1996), and information sent to contacts in 
order to influence the presentation of measures (Please see Procedure).
) Table 1. Numbers of males and females in a sample of 200 that reflects the 
General Population of the United Kingdom f Central Statistics Office 1996)
AGE GROUP 
(years)
MALE:
NUMBER
FEMALE:
NUMBER
16-19 10 9
20 - 29 22 21
30-44 34 34
45-59 28 28
60-64 7 7
total number 101 99
For further analysis, please see Results section later.
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PROCEDURE
Ethical Committee approval was given for the research.
Participants were selected for the study based on a Snowballing sample (e.g. van 
Meter 1990, Fife - Schaw 1995). This procedure is normally used for difficult - to 
- get populations (for example, in substance misuse populations), and has a 
number of inherent biases (for example, no access to those who are not within the 
particular social network of interest, or within no network at all). Flowever, 
within the constraints of the current research it was considered appropriate as a 
means of accessing a relatively large number of individuals.
Therefore, 22 “contacts” were asked to find either 5 (in 4 cases), or 10 (in 18 
cases) friends and present the questionnaires to them. Return was either via the 
“contact” or via a pre paid envelope. Eight men and 14 women were asked to be 
the author’s “contact”. The contacts were selected from the author’s group of 
friends; there was no scientific basis for this, although they were considered 
3  “reliable”, and agreed to participate.
Instructions to the “contacts” can be seen in Appendix 1. In order to obtain 
participants that were in proportions consistent with the estimates of males and 
females within certain age bands, within this letter of instruction, a request was 
made for the contacts to find an equal balance of males and females, to ask at 
least 2 people who were between the ages of 30 and 59 years, and to ask anyone 
they knew who was between the ages of 16 and 20 years.
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Furthermore, in order to gain access to those that would show symptomatology 
of anxiety and depression on the HAD scale, contacts were also requested to ask 
anyone they knew that “worried a lot or felt down some of the time”.
Approximately 2 weeks following the original mailing of the questionnaires, a 
reminder was also sent to the contact to follow up their friends. (See Appendix 2).
Following the study an information sheet was sent out to those who requested it 
which included a more complete description of the study and the results that were 
found. (See Appendix 5).
Measures
Participants were presented with a brief description of the study and instructions 
on how to complete the questionnaire. They were asked to indicate their age and 
sex, but otherwise the study was anonymous (Appendix 3). They were also 
3  presented with the two questionnaires described below (Appendix 4).
1. The Hospital Anxiety and Depression Scale (HAD) (Zigmond and Snaith 1983) 
This is a 14 item self report questionnaire with a 4 point scale designed to give a 
measure of anxiety and depression (See Appendix 4). The maximum possible 
score is 21 for each scale.
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The scale was originally designed as a screening tool for medical patients in a non 
psychiatric hospital setting. A particular feature of it is that it avoids somatic 
symptoms that could be confounded with medical problems. Unlike the General 
Health Questionnaire (GHQ, Goldberg 1972) which is a similar screening 
instrument, it is able to provide information about the nature of the psychiatric 
disorder. In comparisons with the GHQ, the HAD scale either has been found to 
be comparable (Lewis and Wessley 1990), or preferred (Wfilkinson and Barczak 
1988).
The HAD scale has been studied in terms of hospital outpatients (Lewis and 
Wessley 1990, Zigmond and Snaith 1983, Aylard et al 1987, Barczak et al 1988), 
and in General Practice (Wilkinson and Barczak 1988). It is also reported to be 
valid for community work (Mental Health Portfolio 1992).
Within these reports there is data available into its’ psychometric properties. 
Zigmond and Snaith (1983) assessed the internal consistency of the items, finding 
2 ) that for the anxiety items correlations ranged fi-om 0.41 to 0.76, and for
depression items the range was 0.3 to 0.6.
Correlations with clinical interview that assessed severity were also found to be 
significant. For depression this was 0.7 and for anxiety it was 0.74. Lewis and 
Wessley (1990) found the correlations with clinical interview were 0.74.
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Furthermore, in this study the sensitivity was found to be between 72.3% and 
77.6%, and the specificity between 77.1% and 82.4%. Using a criterion of 
greater than 8 on both the HAD scales, Barczak et al (1988) found that the 
sensitivity for depression was 82%,and for anxiety 70%. The specificity was 
found to be 94% for depression and 68% for anxiety. Figures of specificity and 
sensitivity for the HAD were cited as 86% and 90% respectively by Wilkinson and 
Barczak (1988).
The cut off for the scales in this study was 8, hence a score of greater than 8 was 
described as symptomatic of either anxiety or depression. This was recommended 
by Zigmond and Snaith (1983) if the researcher wants to include all possible cases 
and thus lower the numbers of false negatives. It was also recommended by 
Wilkinson and Barczak (1988) following the use of a Receiver Operating Curve 
to establish the best compromise between the sensitivity and false positive rate.
2. The Schema Questionnaire (Young 1990)
3  This is a 205 item self report questionnaire that is designed to measure Early
Maladaptive Schema. For each item the individual has a choice of 6 responses that 
range between “completely untrue of me” to “describes me perfectly” (See 
Appendix 4). The total scores for each of the 16 schema subscales were used in 
the analyses, as well as a total score for the whole questionnaire.
Schmidt et al (1995) found between 13 and 15 first order factors in a factor 
analysis of the questionnaire. They used 2 samples for the analyses; the first was a
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sample of 1129 Undergraduate students, and the second was of 187 outpatients 
receiving treatment at a clinic. Within the latter group, 61% received an Axis I 
diagnosis and 55% an Axis H diagnosis. These were comparable with the schema 
that Young proposes from a theoretical perspective. They found three higher 
order factors that were disconnection, overconnection and exaggerated standards.
It was found that there were significant relationships with the schema 
questionnaire and a variety of measures. For example, the Schema Questionnaire 
correlation coefficient with the Beck Depression Inventory (BDI) was 0.59, the 
SCL - 90 depression scale was 0.63 and anxiety was 0.47, and the Dysfunctional 
Attitude Scale (DAS) was 0.6. There was a significant correlation of 0.71 with the 
Personality Diagnostic Questionnaire - Revised that was used as a criterion for 
Personality Disorder traits. Using a median split of the groups in terms of scores 
on the PDQ - R in order to distinguish between high or low Personality Disorder 
traits, they reported that those in the higher group also scored more highly on 
other tests reported (BDI, SCL - 90, DAS, Positive / Negative Affectivity scale,
Z) Rosenberg self esteem questionnaire), thus showing a high degree of
psychological distress in those with greater personality disorder traits.
3
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3
RESULTS
Participants
One hundred and fifty one questionnaires were returned. Three participants were 
over 65 years and thus discarded fi-om the analyses. Hence 148 questionnaires 
were involved in the analysis.
Sex
The sample comprised of 79 females (53.4%), and 69 males (46.6%). 
âge
Participants were within the age range of 16 to 65 years which is consistent with 
the standardisation of the Hospital Anxiety and Depression Scale (HAD). The 
mean age was 32.5 years, with the minimum and maximum ages being 16 and 65 
years.
There was a high representation in the actual numbers of participants of particular 
%) ages in the study, although the ages are normally distributed (Please see Figure 2).
Given below are the expected and observed numbers of participants in the sample 
of 148.
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Table 2. Numbers of males and females expected and observed for the present 
sample size. (Expected figures taken fi-om Central Statistics Office 1996)
3
AGE
GROUP
(years)
MALE;
Number
Expected
(Percentage)
MALE:
Number
Observed
(Percentage)
FEMALE;
Number
Expected
(Percentage)
FEMALE;
Number
Observed
(Percentage)
16-19 
20-29 
30-34 
45-49 
60-65 
Total Number
7(9.5)
16 (22.2) 
25 (33.9) 
21(27.4) 
5(7.0) 
75 (50.4)
3 (4.3)
39 (55.7) 
15(21.4) 
9 (12.9) 
4(5.7) 
70 (47.3)
6(9.1)
15(21.5) 
25 (33.8) 
21 (28.1) 
5 (7.5) 
73 (49.6)
2 (2.6)
45 (57.7) 
16 (20.5) 
14(17.9) 
1 (1.3) 
78 (52.7)
The greatest percentage was therefore for both males and females in the age 
group o f20 - 29 years where greater than 50% of the sample fell.
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Figure 2. Histogram of the Ages of Participants
3
<D 10 -
Age of Participant
Prevalence O f Atvdetv And Depression
From the current sample, the rate of depression was found to be 6.76% (n = 10), 
and the rate of anxiety was found to be 45.27% (n = 67).
All tests that were performed were non parametric tests, as a result of small 
numbers of participants who fell into the depression group. Furthermore, nearly 
all the subscales were not normally distributed as tested by the formula for 95% 
confidence limits of the skew: 
skew -f/- (1.96 X SE)
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Hvvothesis No 1,
“There is a relationship between the Schema Questionnaire total score, and the 
total score for the HAD scale such that those with a higher score on one measure 
will have a higher score on the other measure.”
Figure 3. Scatterplot of HAD Scale Total Score and Schema Questionnaire Total 
Score
800
700-
600-
3  500-
.c  400-
300-
200
Total score, HAD scale
The Kendalls tau correlation coefficient between the Schema Questionnaire total 
score and the HAD scale total score was 0.5237 , p = 0.000. This accounts for 
27.42% of the variance. Please see Figure 3.
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Hence there is a significant correlation between the total HAD scale score and the 
total Schema Questionnaire score, confirming the hypothesis.
Hvvothesis Number 2.
“Those participants who show a “case” of depression (a score of 8 or more on the 
HAD D) will show a profile on the Schema Questionnaire that indicates a higher 
score on one or more of the following schema:
a. Functional dependence / incompetence
b. Defectiveness / shame
c. Subjugation
d. Self Sacrifice
e. Failure to achieve”.
The intercorrelations between the subscales stated above were investigated. These 
were calculated using a Kendall’s Tau test.
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Figure 4. Correlation Matrix for Five Subscales of the Schema Questionnaire
Defectiveness / 
Shame
Subjugation
Self sacrifice
0.5587
(p = 0,000)
0.5211 0.5461
(p = 0.000) (p = 0.000)
0.2278 0.2380 0.4523
(p = 0.000) (p = 0.000) (p = 0.000)
Failure to achieve 0.4572 0.4809 0.4828 0.2371
(p = 0.000) (p = 0.000) (p = 0.000) (p = 0.000)
Functional Defectiveness Subjugation Self
Dependence/ Shame sacrifice
Incompetence
3
All subscales were therefore significantly correlated with one another at less than 
the 1% level. Hence any significant finding in the independent samples tests of 
difference (Mann Witney - U) in one of the scales will also predict a greater 
likelihood of a significant finding in another one.
Tests o f Difference
The Mann Witney U test was used as an independent samples test of difference 
between a group of cases of depression and a group of non cases. The total scores 
of the HAD scale was non parametrically. A two tailed statistic was used.
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Table 3. Summary of Maim Witnev U tests for Hypothesis 2.
3
Z
STATISTIC
P
VALUE
Functional dependence / 
Incompetence 
Defectiveness / Shame 
Failure to achieve 
Self Sacrifice 
Subjugation
-2.9342
-1.9814
-2.9715
-2.9574
-3.5836
0.0033 *
0.475 
0.003 * 
0.0031 * 
0.0003 *
* significant at 0.05 level.
Hence all tests except that of Defectiveness / Shame were significant at the 5 % 
level. The Defectiveness / Shame subscale was not significant.
Hvvothesis Number 3.
“Those participants who show a “case” of anxiety (a score of 8 or more on the 
HAD A) will show a profile on the Schema Questionnaire that indicates a higher 
score on one or more of the following schema:
a. Vulnerability to harm and illness
b. Functional dependence / Incompetence
c. Emotional Inhibition
d. Unrelenting Standards”.
Again, the intercorrelations between the subscales stated above were investigated. 
These were calculated using a Kendall’s Tau test.
175
Mary Maiming Year Two - Small Scale Research
3
Figure 5. Correlation Matrix for Four Subscales of the Schema Questionnaire
.Functional 
dependence/ 
Incompetence
Unrelenting
Standards
Vulnerability to 
harm & illness
0.3741
(p = 0.000)
0.3695
(p = 0.000)
0.1576 
(p = 0.007)
0.4050 0.3873 0.3275
(p = 0.000) (p = 0.000) p = (0.000)
Emotional Functional Unrelenting
Inhibition Dependence / Standards
Incompetence
All subscales were significantly correlated with each other at less than the 1% 
level.
Again, it was therefore expected that if a significant difference was found on one 
of the subscales then it would be more likely that differences would also be found 
on other ones.
Tests o f Difference
Mann Witney U tests were performed between a group of anxious participants (a 
score of greater than 8), and a non anxious group (less than 8) for each of the 
subscales stated above.
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3
Table 4. Summary of Results of Mann Witnev U tests for Hypothesis 3.
NAME OF SCHEMA Z p  m
STATISTIC VALUE#
Emotional Inhibition -4.0794 0.000 *
Functional dependence / -5.5363 0.000 *
Incompetence
Unrelenting standards -3.4450 0.0006 *
Vulnerability to harm and illness -5.2780 0.000 *
3
* significant at the 0.01 level
Hence all tests were significant at less than the 1 % level.
Exploration O f The Normal Population *s EMS^s
In order to provide further information about the non - anxious and depressed 
groups, the means and standard deviations were calculated for all of the subscales 
of the Schema Questionnaire. Shown below are tables comparing the descriptive 
data for the anxious and non anxious groups, and the same for those that were 
found to be depressed and those that were not.
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Table 5. Comparison of Means of the Anxious and Non Anxious Groups.
3
NAME OF SCHEMA ANXIOUS NON ANXIOUS
GROUP:MEAN GROUP: MEAN
SCX>RE (Standard SCORE (Standard
Deviation) Deviation)
Abandonment 36.10(14.43) 26.29 (9.95)
Defectiveness / Shame 27.62(11.85) 20.56 (8.32)
Enmeshment 17.70 (8.82) 14.90 (5.12)
Emotional Deprivation 21.29 (10.23) 15.49 (7.35)
Emotional Inhibition 22.58 (8.36) 17.26 (7.33)
Entitlement 27.02 (8.28) 21.59 (8.20)
Failure to Achieve 19.13 (8.37) 13.86 (6.05)
Functional dependence / 27.45 (9.67) 19.99 (6.96)
Incompetence
Insufficient self control / 38.36(11.16) 28.33 (8.57)
self discipline
Mistrust / Abuse 40.36 (14.57) 29.05 (10.95)
Social Isolation 22.41 (8.77) 15.53 (6.66)
Self sacrifice 53.26 (13.47) 47.19(13.92)
Social Undesirability 19.52 (8.36) 15.00 (5.77)
Subjugation 23.66 (8.73) 17.05 (8.07)
Unrelenting standards 50.82 (16.75) 41.40 (13.00)
Vulnerability to harm and 28.92 (9.35) 21.30(6.70)
illness
3
The differences between the two groups are generally greater than 6 points, and 
the smallest difference is between groups on the Enmeshment Schema, and the 
greatest difference is in the Nfistrust / Abuse schema. No tests of significance 
were performed on the above data as firstly it was not within the hypotheses to do 
so, and secondly with so many tests of significance the probability of a significant 
association caused by chance rises, thus rendering the interpretation of the data 
biased.
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Table 6. Comparison of Means of the Depressed and Non Depressed Groups.
NAME OF SCHEMA DEPRESSED GROUP: 
MEAN SCORE 
(Standard Deviation)
NON DEPRESSED 
GROUP: MEAN 
SCORE (Standard 
Deviation)
Abandonment 39.78 (15.45) 31.05 (13.22)
Defectiveness / Shame 34.9 (18.82) 22.98 (9.38)
Enmeshment 21.20 (8.80) 15.80 (5.72)
Emotional Deprivation 27.40 (13.59) 17.43 (8.47)
Emotional Inhibition 26.60 (10.17) 19.18(7.88)
Entitlement 27.30 (12.53) 23.75 (8.30)
Failure to Achieve 23.70 (10.58) 15.63 (7.08)
Functional Dependence / 31.00 (9.46) 22.73 (8.78)
Incompetence
Insufficient self control / 40.90 (18.67) 32.31 (10.10)
self discipline
Mistrust / Abuse 51.00 (17.96) 32.99 (12.77)
Social isolation 29.00 (11.06) 17.84 (7.65)
Self sacrifice 63.22 (12.41) 48.95 (13.68)
Social undesirability 28.10(8.61) 16.21 (6.61)
Subjugation 30.30 (8.96) 19.25 (8.52)
Unrelenting standards 50.82 (16.75) 41.40 (13.00)
Vulnerability to harm and 26.50 (7.75) 24.60 (8.91)
illness
)
It is interesting to note from the above table that all mean scores for the non 
depressed group of subjects is lower than those of the depressed group. 
Differences are often greater than 9 points, although the lowest difference is that 
of Vulnerability to harm and illness where there is only a difference of 2 points. 
No tests of significance were performed here either as a result of the reasons 
stated earlier.
The differences of the depressed and non depressed groups are generally greater 
than those in the anxious and non anxious groups.
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DISCUSSION
The Sample
The sample was found to be normally distributed in terms of age, despite the high 
representation of individuals aged in their twenties. This is considered as a result 
of the method of selection of subjects. However, in terms of sex, the distribution 
was fairly equal, with 47.3% male, and 52.7% female.
Prevalence O f Atvdetv And Depression
DSMIV quotes the point prevalence (prevalence at any one time) for major 
depressive disorder as 5 - 9 % for women, and 2 - 3 % for men. The current study 
used a low cut-off of 8 or more for depression using the HAD scale, so taking in 
fewer false negatives. As a result of this, it is considered more appropriate to 
compare the actual rate found within the sample with the higher percentage of 
9%. From the sample of 148 subjects, 10 cases were found which is a rate of
6.7%. Thus this is lower than what may be expected given the criterion used.
However, it is consistent with the prevalence rates of depression found within the 
J  general population.
Figures for the point prevalence of anxiety disorders within the general population 
is not presented in DSM IV. Thus the OPCS Survey of Psychiatric Morbidity 
(1995) was used to assess anxiety disorders. For the purposes of comparison, the 
rates of depression will first be discussed. It was found that the overall rate for a 
depressive episode in the last week was 21 per 1000 population. The approximate 
equivalent rate in this study is therefore 70 per 1000 population, giving a
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considerably inflated rate compared to the DSM IV figures. Although no 
information is available as to how the DSM figures are given, it is a American 
publication which may show that there are cultural differences between the 2 
figures, and there are likely to be methodological differences in the studies that 
give different rates.
For anxiety disorders, there is a range of rates per 1000 population, from 8 for 
panic disorder to 31 for Generalised Anxiety Disorder. The HAD scale is not 
specific enough to distinguish between the different disorders. The rate found 
within the current sample was 45.3%, with 67 cases identified. The extrapolation 
of this number is 402 per 1000 population, being a great deal higher than that 
which is expected. Possible explanations for this are that the HAD scale is over 
sensitive to anxiety symptoms, or that there is a higher prevalence rate of anxiety 
within this particular sample of the population, and in this way are therefore not 
representative. A further explanation is that the instructions for the “contacts” to 
find subjects that “worry at lot” was extremely successful, and it is this that 
2) caused the biases in anxiety prevalence.
Hypotheses
With respect to the first hypothesis, there was a confirmation that there is a 
relationship between the total score of the HAD Scale and the total score of the 
Schema Questionnaire, although this is a modest correlation, accounting for only 
27% of the variance. It provides evidence that those with symptoms of anxiety or 
depression endorse items on the schema questionnaire to a greater degree than
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those without self reported anxiety or depression. Thus, those with these forms of 
psychopathology, have more prominent Early Maladaptive Schema. However, a 
note of caution must be sounded as a connection between anxiety and depression 
and EMS can be shown, yet a causal relationship between the two cannot. Hence 
it cannot be concluded that having EMS causes anxiety or depression.
This provides some evidence to suggest that there is a continuum of EMS 
between those who do not have anxiety or depression and those with Axis I 
difEculties. In order to further extend this research, a group of Personality 
disordered people would have to be involved.
Significant differences were found between the depressed and non - depressed 
group, thus providing some replication of Schmidt et al’s (1995) findings where 
certain EMS accounted for the variance of particular questionnaire scores. Further 
evidence that the Functional Dependence / Incompetence schema was related to 
depression is provided by the significant difference between groups here.
D  However, there was no replication of the Defectiveness / Shame schema being
related to depression. The measures of depression were different, although the 
criterion score of greater than 10 on the BDI (Schmidt et al 1995) is comparable 
with the criterion score of greater than 8 on the HAD scale, and thus differences 
in the characteristics of the sample may be considered to account for the different 
findings here. The current findings that Defectiveness / Shame is not related to 
depression is inconsistent with the cognitive theoiy of depression as discussed by
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Beck, who does discuss thoughts about this schema within a conceptualisation of 
depression.
Support was given to the other subscales that were related to depression. Thus 
those who were depressed scored more highly on the Failure to Achieve, Self 
sacrifice and Subjugation subscales. This is consistent with the cognitive view of 
depression where such characteristics are present in the context of loss.
All of the differences between the anxious and non - anxious groups were 
significant. This provided replication of Schmidt et al’s (1995) results in terms of 
Vulnerability to Harm and Illness, Emotional Inhibition and Functional 
Dependence / Incompetence. Scores on the Unrelenting standards scale were also 
found to be significantly different in those who were anxious and those that were 
not. Again, this provides some more empirical evidence for threat and negative 
thoughts about this being associated with anxiety.
Functional Dependence / Incompetence was found to be related to both 
depression and anxiety. The questions that are given as a measure of this 
construct may not be related to either anxiety or depression, but a more global 
construct, such as low self esteem that can transcend both anxiety and depression.
Exploration O f The Normal Population
Table 5 and 6 provide a summary description of those that were symptomatic of 
anxiety and depression and those that were not for all subscales of the Schema
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Questionnaire. Differences were seen in all of the subscales of the Schema 
Questionnaire, with those that had greater pathology in terms of anxiety and 
depression consistently scoring higher than those without. Often the differences 
were at a similar level to those that were found to be significant in the hypotheses 
above, indicating that if tests of difference were to be performed, then there 
would be other significant differences for both anxiety and depression.
This provides evidence that those within the “normal” population, endorse some 
items on the Schema Questionnaire. With respect to some of the subscales, those 
in the normal population have veiy similar scores to those who are anxious and 
depressed. For example, Enmeshment, Social undesirability and Vulnerability to 
harm and illness. The present study was unable to control for other psychological 
disorders within the sample, and this would be necessary before any firm 
conclusions about the EMS’s of the normal population were put forward as those 
with high scores on the Schema Questionnaire may have other psychological 
disorders that are not controlled for.
The greater differences seen between the two groups when depression was 
examined (compared to anxiety) may be accounted for by the considerably smaller 
numbers of depressed subjects (10) when compared with those that were anxious 
(67). Thus this subsample of depressed subjects may not be representative of the 
population that is depressed. Further, the anxious group of subjects is over 
representative with a relatively large number of false positives who bias the results 
towards no difference between the groups. Further evidence for the latter
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hypothesis comes from the prevalence of anxiety in the general population which 
is lower than that found in the present study.
Limitations and Future Directions
There are a number of limitations of the study. The method by which the sample 
was chosen, and the actual sample itself leads to biases that were unable to be 
controlled for. These biases are in terms of the age of participants, and likely 
biases in terms of socio economic status and years of education. No data was 
available on those participants that did not return the questionnaires to see 
whether these were different from those that returned the questionnaires. A larger 
number of participants found by a random sampling technique would allow more 
reliable conclusions to be made.
The groups of anxious and depressed participants were only defined using the 
HAD scale. While this scale has been validated against clinical interview, a further 
diagnostic tool such as that of the DSMIV would be ideal in order to validate the 
selection of anxious and depressed participants. This would eliminate some of the 
3  false positives thought to be in the anxiety group, and would allow a more fine
grained analysis of different disorders that can be subsumed under a definition of 
“anxiety” or “depression”, such as Obsessive Compulsive Disorder, Generalised 
Anxiety Disorder, Panic Disorder, and so on.
In order to add further empirical evidence that there is a continuum between a 
normal population that does not exhibit psychopathology and through Axis I to 
Axis II disorders, all three groups would have to be presented with the
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questionnaires, and be matched controls. The elimination of normal controls that 
had other psychopathology that was not measured in the current study would also 
be necessary.
A further investigation into the validity and reliability of the Schema 
Questionnaire would also be important, especially considering the finding that the 
subscale of Functional Dependence / Incompetence was related to both anxiety 
and depression. It is important to do this as this is only one, self report (and 
therefore indirect) measure of schema and there are many difficulties with self 
reports of unobservable phenomena. Often the difficulties are associated with 
unreliability of the measure.
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CONCLUSIONS
A relationship has been found between a measure of psychopathology and the 
Schema Questionnaire. This provides greater empirical evidence to the theoretical 
discussion about a continuum between the normal population and Personality 
disorders.
Differences were found between the groups of depressed and non depressed and 
anxious and non anxious, and this means that the hypotheses proposed are, in 
part, supported. This provides Anther empirical evidence for the cognitive theory 
of depression and anxiety. This theory indicates that those with anxiety and 
depression have thoughts relating to particular negative schema, and these schema 
have specific themes. However, some caution must be exercised in this respect as 
many of the mean subscale scores for the groups showed large differences that 
may be equivalent to those that were found to be significant within the hypotheses 
presented. This may mean that those with anxiety and depression have a wider 
number of EMS than those seen in the hypotheses.
The implication of this is that the Schema Questionnaire may be measuring 
different constructs to those which it is designed for, and therefore more 
investigation into the questionnaire is needed in order to increase it’s clinical 
utility.
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APPENDIX 1 
INSTRUCTIONS TO “CONTACTS”
3
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DD
D e p a r t m e n t  o f  P s y c h o l o g y
University o f  Surrey 
Guildford 
Surrey GU2 5XH 
United Kingdom
Dear
Thank you very much for agreeing to help me collect some data on people > ou know.
You are requested to think of 10 people that you know, and ask them if  they are willing to spend some 
time completing the enclosed questionnaires. It should take about half an hour. If they agree, then 
please hand them over to the person in question and either ask them to send it back to me as soon as 
possible, or give it to you and you can be the one who sends the completed fomis to me by Friday 23 
August.
There arc some criteria to help you to select the people that may become in\ ol\ ed. These are;
• They must be between the ages of 16 and 63
• Please could you ask 5 men and 5 women to complete the questionnaires
• If you know of anyone who either worries a lot or feels 'dow ir some of the time, then please ask 
them
o Please see if you can as-. at least 2 people who are betw een the ages of 30 and 3V years.
® If you know of anyone who is betw een the ages of 16 and 20, then please ask them.
If you or any of the people you ask have any further questions then do not hesitate to contact me either 
at the Psychology department, or on 0181 540 1102.
Many thanks for your help,
Mary M anning Dr. E. Campbell 
Senior Lecturer
University Telephone No; (+44) 01483 300800
DD
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APPENDIX 2 
REMINDER TO «CONTACTS”
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Psycholog)' Department 
University of Surrey 
Guildford 
Surrey
Dear
REMINDER !
As I hope you recall from a few weeks ago, I asked you to help me to collect data on some people that 
you know. It is approaching the closing date by which the questionnaires need to be sent to me, so 
please could you follow up those people that you asked and check that they have done just that.
Many Thanks again.
Mary Manning
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APPENDIX 3 
INSTRUCTIONS TO PARTICIPANTS
J
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Thank you for agreeing to complete the following questionnaires that are part of the 
research I am undertaking for my Psych D in Clinical Psychology. I am looking into 
how people feel and the views that people have about themselves, the ‘world’, and 
other people.
Although I cannot provide information about the results for each individual, I am able 
to give feedback about the general results later in the year. If you would like this 
Information, please contact me on 0181 540 1102, leaving your name and address. 
Please do not hesitate to call if you have any other questions about the study.
PLEASE READ THE INSTRUCTIONS CAREFULLY. THERE ARE TWO 
QUESTIONNAIRES, AND THEY ARE COPIED ON BOTH SIDES OF THE PAPER. IT 
SHOULD TAKE ABOUT HALF AN HOUR TO COMPLETE THEM BOTH.
I WOULD BE GRATEFUL IF YOU WOULD PROVIDE THE FOLLOWING INFORMATION 
BEFORE YOU START:
1. AGE:___________years
2. SEX: M F (please circle)
THE INFORMATION THAT YOU PROVIDE WILL BE KEPT CONFIDENTIAL AND USED 
ONLY FOR RESEARCH PURPOSES. ALL QUESTIONNAIRES ARE ANONYMOUS AND 
3  WILL REMAIN SO.
WHEN YOU HAVE COMPLETED THE QUESTIONNAIRES, PLEASE EITHER RETURN 
THEM TO THE PERSON THAT GAVE THEM TO YOU, OR DIRECT TO ME IN THE 
ENVELOPE PROVIDED BY FRIDAY 23 AUGUST.
MARY MANNING 
Department of Psychology 
University of Surrey 
Guildford 
Surrey
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APPENDIX 4
QUESTIONNAIRES PRESENTED TO PARTICIPANTS:
(A) HOSPITAL ANXIETY AND DEPRESSION SCALE 
(B) SCHEMA QUESTIONNAIRE
J
J
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THE H A D. SCALE
NFERli
m
This questionnaire is designed to find out how you feel. Ignore 
the numbers printed on the left of the questionnaire. 
Please read each item and underline the reply which comes 
closest to how you have been feeling in the past week. 
Don’t take too long over your replies; your immediate reaction 
to each items will probably be more accurate than a long 
thought - out response.
I feel ten se  or ‘w ound up’:
Most of the time
A lot of the time
From time to time, occasionally
Not at all
I still enjoy the th ings I u sed  to enjoy: 
Definitely as much 
Not quite so  much 
Only a little 
Hardly at all
I get a sort of frightened feeling as if som ething awful is 
about to happen:
Very definitely and quite badly
Yes, but not too badly
A little, but it doesn’t worry me
Not at all
(continued overleaf)
D■i
2
3
•liht'r
3
2
1 1
0 1
. 3
1
1 0 •
1
2
i
3 1
1
0 1
1 I
2 '
3
I can laugh and s e e  the funny s id e  o f things:
As much as I always could 
Not quite so  much now 
Definitely not so  much now 
Not at all
Worrying thoughts g o  through m y mind:
A great deal of the time 
A lot of the time
From time to time but not too often 
Only occasionally
I feel cheerful:
Not at all 
Not often 
Sometimes 
Most of the time
I can sit at ea se  and feel relaxed:
Definitely 
Usually 
Not often 
Not at all
I feet as if I am slow ed  down:
Nearly all the time 
Very often 
Sometimes 
Not at all
I get a sort of frightened feeling like ‘butterflies’ in the stom ach: 
Not at all 
Occasionally 
Quite often 
Very often
(continued overleaf)
3I have lost Interest in my appearance:  
Definitely
I don’t take as much care a s  I should 
I may not take quite as much care 
I take just as much care a s  ever
I feel restless a s  if I have to b e on the m ove: 
Very much indeed 
Quite a lot 
Not very much 
Not at all
I look forward with enjoym ent to th ings:
As much as ever I did 
Rather less than I used to 
Definitely less than I used  to 
Hardly at all
I get sudden feelings of panic:
Very often indeed 
Quite often 
Not very often 
Not at all
3
I can enjoy a good  book or radio or TV programme: 
Often
Sometimes
Not often - - ..................... -........................... .....  ....
Very seldom
Now check  that you have answ ered  all the q u estio n s
For office use only:
D t l I Borderline 8 -1 0
A : I I Borderline 8 -1 0
© Zigmond and Snaiih, 1983. From ’The Hospital Anxiety and Depression 
Scale’. Acta Psychiatrica Scandinavica 67, 361-70. Reproduced by kind 
permission ot Munksgaard tniernaiional Publishers Ltd., Copenhagen. Tins 
measure is part ol Assessment: A Mental Health Portfolio, o d i t^  by Derek 
t/.ilne. Once tt»e invoice lias been  paid, it may t>e ptiotocopied tor use 
within the p u rc h a s in g  institu tion  only. Published by Ttie NFER NELSON 
Publistiing Company Ltd. Darville I louse. 2 Oxford R oad East, Windsor, 
Berkstiire SL4 IDF. UK. ^
YSQ-L2
3
3
Dc\'eIopcd by 
Jeffrey Young, Ph.D. 
& Gary Brown, M.Ed.
answers on •
Completely Mostly Slightly Moderately 
true of me
Mostly true 
of meuntrue of untrue of more true
me me than untrue 
of me
Describes
me
perfectly
I. People have not been there to meet rny emotional needs. ^
2 .1 haven't got love and affection.
3. For the imost part, I haven’t had someone to depend on for ad tic e^ d  emotional support  ^ ' 1
4. Most of the time, I haven’t had someone to nurture me. share him/herself with me, or care deeply about everything that 
happens to me. i i i I I I
5. For much of my life, I haven’t had someone who wanted to get close to me and spend a lot of time with me.
6. In general, people have not been there to give me warmth, holding and affection.
7. For much of my life, I haven’t felt that I am special to someone.
8. For most of my life, I have not had someone who really listens to me, understands me, or is tuned into my true needs and 
feelings. •. , , . i i
9 .1 have rarely had a strong person to give me sound adnce or direction when I’m not sure what to do.
10.1 worry that the people I love will die soon, even though there is little medical reason to support my concern.
11.1 fmd myself clinging to people I’m close to because I’m afraid they’ll leave me.
12.1 worry that people I feel close to will leave me or abandon me.
13.1 feel that I lack a stable base of emotional support.
14.1 don’t feel that important relationships will last; I expect them to end.
15.1 feel addicted to partners who can’t be there for me in a committed way.
16. In the end, I will be alone.
17. Wien I feel someone I care for pulling aw ay from me, I get desperate.
18. Sometimes I am so worried about people I eating me that I drive them away.
19.1 become upset when someone leaves me alone, even for a short period of time.
20.1 can’t count on people who support me to be there on a regular basis.
))
Completely Mostly Sliglnly Moderately
untrue of untrue of more true true of me
me me tlian untrue
of me
Mostly true 
of me
Describes
me
perfectly
21.1 can’t let myself get really close to other people because I can’t be sure they'll always be there.
22. It seems tliat the important people in my life are always coming and going.
23.1 worry' a lot that the people I love will find someone else they prefer and leave me.
24. The people close to me have been very unpredictable; one moment they’re available and nice to me; the next they’re angry, 
upset, self-absorbed, fighting etc.
25.1 need other people so much that I worry about losing them.
26.1 feel so defenceless if I don’t have people to protect me that I worry a lot about losing them.
27.1 can’t be myself or express what I really feel, or people will leave me.
28.1 feel that people will take advantage of me.
29.1 often feel that I have to protect myself from other people.
30.1 feel that I cannot let my guard down in the presence of other people, or else they will intentionally hurt me.
31. If someone acts nicely towards me. I assume that he/she must be after something.
32. It is only a matter of time before someone betrays me.
33. Most people only think about themselves.
34.1 have great deal of difficulty trusting people.
35.1 am quite suspicious of other people’s motives.
36. Other people are rarely honest; they are usually not what they appear.
37. I’m usually on the lookout for people’s ulterior motives.
38. If I think someone is out to hurt me, I try to hurt them first
39. People usually have to prove themselves to me before I can trust them.
40.1 set up “tests” for other people to see if they are telling me the truth and are well-intentioned.
41.1 subscribe to the belief; “control or be controlled”.
42.1 get angry when I tlriiik about the ways I have been mistreated by other people tliroughout my life.
43. Tliroughout my life, those close to me have taken advantage of me or used me for tlieir own purposes.
44.1 have been physically, emotionally, or sexually abused by important people in my life.
45.1 don’t fit in.
Completely Mostly Sliglnly Moderately Mostly true
untrue of untrue of more true true of me of me
me me tlian untrue 
of me
Describes
me
perfectly
46. I'm fundamentally dilTercnt from other people.
47.1 don't belong; I'm a loner.
48.1 feel alienated from other people.
49.1 feel isolated and alone.
50.1 always feel on the outside of groups.
51. No one really understands me.
52. My family are always different from the families around me.
53.1 sometimes feel as if I’m an alien.
54. If I disappeared tomorrow, no one would notice.
55. No man/women I desire could love me once he/she saw my defects.
56. No one I desire would want to stay close to me if he/she knew the real me.
57.1 am inherently flawed and defective.
58. No matter how hard I try, I feel that I won’t be able to get a significant man/warn, 
worthwhile. . . . ,
59. I’m unworthy of the love, attention and respect of others.
60.1 feel that Fm not loveable.
61.1 am too unacceptable in very basic ways to reveal myself to other people.
62. If others found out about my basic defects, I could not face them.
63. Wlien people like me, I feel I am fooling tliem.
64.1 often find myself drawn to people who are very critical or reject me.
65.1 have inner secrets that I don’t want people close to me to find out.
66. It is my fault my parent(s) could not love me enough.
67.1 don’t let people know the real me.
68. One of my greatest fears is that my defects will be exposed.
69.1 cannot understand how anyone could love me.
70. I'm not sexuallv attractive.
en to respect me or feel that I
371. I’m too fat
72. I’m ugly.
Completely Mostly Slightly Moderately Mostly true Describes I
untrue of untrue of more true true of me of me me
me me than untrue 
of me
perfectly
73.1 can’t cany on a decent conversation.
74. I’m dull and boring in social situations.
75. People I ralue wouldn’t associate with me because of my social status (eg income, education level, career).
______________ J _____ I_____ I I I
76.1 never know what to say socially. ' ' ' ------------------------------
77. People don’t want to include me in their groups.
78.1 am very self-conscious around other people.
79. Almost nothing I do at work (or school) is as good as other people can do.
80. I’m incompetent when it comes to achievement
81. Most other people are more capable than lam in areas of work and achievement
  _____________I I I I
82. I’m a failure.
83. Fm not as talented as most people are at their work.
— ____ ^ _______ I I I
84. Fm not as intelligent as most people when it comes to work (or school).
85.1 am humiliated by my failures and inadequacies in the work sphere.
86.1 often feel embarrassed around other people because I don't measure up to them in terms of my accomplishments.
87.1 often compare my accomplishments with others and feel that they are much more successful
________  I______ I______ \ ' I
88.1 do not feel capable of getting by on my own in everyday life.
89.1 need other people to help me get by.
———_____ :_____  I
90.1 do not feel I can cope well by myself.
91.1 believe that other people can take care of me better than I can take care of myself.
92.1 have trouble tackling new tasks outside of work unless I have someone to guide me.
93.1 think of myself as a dependent person, when it comes to everyday fimctioning
94.1 screw up everytliing I try. even outside of work (or school).
95. I’m inept in most areas of life.
)Completely Mostly Slightly Moderately Mostly true Describes
untrue of untrue of more true true of me ofrhe me
me me tlian untrue 
of me
perfectly
96. If I trust my own judgement in everyday situations. I'll make the wrong decision.
97.1 lack common sense.
98. My judgement cannot be relied upon in everyday situations.
99.1 don’t feel confident about my ability to solve everyday problems that come up.
100.1 feel I need someone I can rely on to give me adrice about practical issues.
101.1 feel more like a child than an adult when it comes to handling everyday responsibilities.
102.1 fmd the responsibilities of everyday life overwhelming.
103.1 can’t seem to escape the feeling that something bad is about to happen.
104.1 feel that a disaster (natural, criminal, financial or medical) could strike at any moment
105.1 worry about becoming a street person or vagrant
106.1 worry about being attacked.
107.1 feel that I must be very careful about money or else I might end up with nothing.
108.1 take great precautions to avoid getting sick or hurt
109.1 worry that I’ll lose all my money and become destitute.
110.1 worry that fm developing a serious illness, even though nothing serious has been diagnosed by a physiciaiL
111. lama fearful person.
112.1 w orry a lot about the bad things happening in the w orld: crime, pollution etc.
113.1 often feel tliat I might go crazy.
114.1 often feel that I’m going to have an anxiety attack.
115.1 often worn' tliat I mioltt have a heart attack, even tliough tliere is little medical reason to be concerned.
116.1 feel that the w orld is a dangerous place.
117.1 have not been able to separate myself from my parent(s), the way other people my age seem to.
118. My parent(s) and I tend to be overinvolved in each other’s lives and problems.
119. It is very difficult for my parent(s) and me to keep intimate details from each other, without feeling betrayedor guilty.
120. My parents(s) and I have to speak to each oilier almost every day or else one of us feels guilty, hurt, disappointed or alone.
)Completely 
untrue of 
me
Mostly 
untrue of 
me
Mostly true 
of me
Describes
me
perfectly
Slightly Moderately
more true true of me
than untrue 
_____ of roe
121.1 often feel that I do not have a separate identitj- from my parents or paimer. 
sense of myself.
124.1 am so "iHi my |  ‘1°°'* ”^° * ™ |”  ‘ |
:25.IM,a=o.bl.S4pamd.:myp.Jof.ia.mopiLo.6omüm,%y;am..soji^
■ 126.1 oft» fad ttat I Have no privaq- « t o  it comes to my parmts or paimer.
■l27.1fadft.a.my'paranmam.ornnddba.Ta,y-huftal^ m,.Hringonmi'onn..nny6omm»^ ^
128.1 let other people have their way tUuse I fear the consequenceT
129.1 think if I do what I wunt. I’m only asking for trouble.
,30.1faa,lM,m.noaho,oabmmLhmo.J p^k'snssbi.ordsa^ay.|yftraW.am^^^
131. In relationships. I let other other p ^ n  have the upper handT ______ _
132.rvaal»ninldolhammakachoi=ilorma.solrLurftonllmon-''tetI''nntiorm>'san:
133.1 feel the major decisions in my life were not reall) m> own.
134.1 worr}’ a lot about pleasing other people so the)- won’t reject m ^_________ _ _________________
l 35.11mvaalo.ofnonbladamandmgLmyngh.s^,espadadandft,atmylaalingsbalalcanm..^
■‘136.1 get back at people in little ways instead of show^ my angerT
137.1 will go to much greater lengths than most people to avoid con&ontationsT
138.1 put others’ needs before my own or else I feel guilt}'.
139.1 feel guilt}’ when I let other people down or disappomt them.
140.1 give more to other people than I get back in rettm.
141. rm the one who usually ends up taking care oftlte people Fm close to.
■ 142. There is almost nothing I couldn’t put up with if loved someon^
■ 143.1 am a good person because I think of others more than ot myselT 
"144. At work. I’m usually the one to volunteer to do extra tasks or to jput in extra time. 
l4 5 . No matter how busy I am. I can always find time for others:
Completely Mostly Slightly
imtrue of untrue of more true
me me than untrue 
of me
Moderately 
true of me
Mostly true 
of me
Describes
me
perfectly
146.1 can gel by on very little because my needs are minimal.
147. I’m  only happy when those around me are happy.  ^ •. |
Ï48. I’m so bus}' doing things for the people that I care about that I have little time for myseu. '
149. I’ve alwa}-s been the one who listens to everyone else’s problems,
150. I’m more comfortable giving a present than receisTng one. ^
151. Other people see me as doing too much for others and not enot# for myseit.
152. No matter how much I give, it is never enough.
153. If I do what I want, I feel very uncomfortable.
154. It’s very difficult for me to ask others to take care of my needs.
155.1 wony about losing control of my actions.  ^ ^
156.1 won)- 6at I might seriously harm someone physicaUy or emotionaUy if my anger gets out of
157.1 feel that I must control my emotions and impulses or sometliing bad is likely to happen.
158. A lot of anger and resentment build up inside of me that I don t express.
159.1 am too self-conscious to show positive feelings to others (eg affection, showing I care).
160.1 find it embarrassing to express my feelings to others.
161.1 find it hard to be warm and spontaneous.
162.1 control myself so much that people think I am unemotional.
163. People see me as uptight emotionally.
164.1 must be the best at most of what I do; I can t accept second best
165.1 strive to keep almost eveiything in perfect order.
166.1 must look my best most of the time.
167.1 try to do my best; I can't settle for “good enough’’
168.1 have so much to accomplish that there is almost no time to really relax.
169. Almost nothing I do is quite good enougli; I can always do better.
170.1 must meet all my responsibilities.
3Completely Mostly Slightly Moderately
untrue of untrue of more true true of me
me me than untrue
of me
Mostly true 
of me
Describes
me
perfectly
71.1 feel there is constant pressure for me to achieve and get things done.
72. My relationships suffer because I push myself so hard.
73. My health is suffering because I put myself under so much pressure to do well.
74.1 often sacrifice pleasure and happiness to meet my own standards.
75. When I make a mistake, I deserve strong cnucism.
76.1 can’t let myself off the hook easily or make excuses for my mistakes,
77. Fm a very competitive persoiL
78.1 put a good deal of emphasis on money and status.
79.1 always have to be Number One, in terms of my performance.
80.1 have a lot of trouble accepting “no” for an answer when I want something from other people.
81.1 often get angry or irritable if I can’t get what I want
82. Fm special and shouldn’t have to accept many of the restrictions placed on other people.
83.1 hate to be constrained or kept from doing what I want
84.1 feel that I shouldn’t have to follow the normal rules and conventions other people do.
85.1 feel that what I have to offer is of greater value than the contributions of others.
86.1 usually put my needs ahead of the needs of others.
87.1 often find that I am so involved in my own priorities that I don’t have time to give to friends or farmly.
3. People often tell me I am very controlling about the ways things are done.
89.1 get very irritated when people won’t do what I ask of them.
90.1 can’t tolerate other people telling me what to do.
91.1 have great difficulty getting myself to stop drinking, smoking, overeating or other problem behaviours.
92.1 can’t seem to discipline myself to complete routine or boring tasks.
93. Often I allow myself to carry through on impulses and express emotions that get me into trouble or hurt other
94. If I can’t reach a goal, I become easily frustrated and give up.
95.1 have a very difficult time sacrificing immediate gratification to achieve a long-range goal.
people.
)Completely Mostly Slightly Moderately
untrue of untrue of more true true of me
me me than untrue
of me
Mostly true 
of me
Describes
me
perfectly
196. It often happens that, once I start to feel angry, I just can t control it.
197. I tend to overdo things, even though I know they are bad for me.
198.1 get bored very easily.
199. When tasks become difficult, I usually cannot persevere and complete them.
200.1 can’t concentrate on anything for too long.
201.1 can’t force myself to do things I don’t enjoy, even when I know it’s for my own good.
202.1 lose my temper at the slightest offence.
203.1 have rarely been able to stick to my resolutions.
204.1 can almost never hold back from showing people how I really feel, no matter what the cost may be.
205.1 often do things impulsively that I later regret
COPYRIGHT 1990 Jeffirey Young, Ph.D., and Gary Brown, M. Ed. Unauthorised reprodu^on
the authors is prohibited. For more information, write: Cognitive Therapy Centre of New York, 3 East 80th ,
Penthouse, New York, NY 10021.
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APPENDIX 5
INFORMATION SHEET TO PARTICIPANTS FOLLOWING RESULTS
OF THE STUDY
)
)
196
8 February i9^niversity
Dear O f  S u r f C y
Thank you for taking part in the study several months ago in 1996.1 am now able 
to tell you about the results of the study in general, although not about your 
individual results as the questionnaires were anonymous.
The study was asking the question whether those people who are more anxious 
and depressed have different ways of thinking about themselves, other people and 
V the world around them, when compared with people from the general population
who are less depressed or anxious.
In order to test out ( 1 ) whether people who are more anxious and / or depressed 
focus on different types of events, and (2) whether there is a continuum between 
people with fewer and those with more difficulties, 2 questionnaires were given to 
you. The first one (which was relatively short), was a questionnaire about anxiety 
and depression. It enabled me to tell whether people fell in the more anxious 
group or not, and the same with depression. The second questionnaire looked at 
how people saw themselves, other people and the world around them more 
generally.
Out of 200 people who were given the questionnaire, 148 people returned it to 
me; this was a very good response rate, and I would like to thank you for the time 
that you took to complete them. The age and sex of people that responded was 
also similar to the numbers found within the general population, which means that 
j  the results are representative.
The results showed several things of importance. It has helped understand mood 
problems more, and it gave some evidence affirming the two questions I was 
asking.
So, once again I would like to thank you for the time that you spent in helping me 
with this study.
Yours sincerely.
University of Surrey 
Guildford 
Surrey GU2 5XH 
England
Mary Manning
res3/>T2@subjl<Ëtephone: (01483) 300800 
Fax: (01483) 300803 
Telex: 859331
RESEARCH SECTION
CHAPTERS
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ABSTRACT
It is important to consider how services can be made more efficient within the current 
National Health Service. The present study is an evaluation of changing the 
information sent to clients before they are seen by a member of the Child and Family 
specialty. The letters and information sheets were changed in order to emphasise the 
regular nature of appointments and that there are other people waiting to be seen. It 
was hypothesised that this would have an effect on the non attendance at subsequent 
appointments (those appointments after the initial one). A baseline period of six 
months monitored the number of contacts, and the non attendance rates for initial and 
subsequent appointments. The intervention period was also six months in length. It was 
found that the non attendance was significantly reduced during the intervention period. 
A discussion focuses on reasons for this, and recommendations are made.
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INTRODUCTION
The issues of non attendance for services, and unplanned drop out of services is an 
important issue for the National Health Service.
As a result of non attendance, a number of problems are caused for services. It leads to 
a rise in the number of unfilled appointment hours, a reduction in staff productivity, 
and a rise in the unit cost for services provided (Armbruster & Kazdin 1994). Keen et 
al (1996) suggest that it is a problem that causes wasted time, and an exacerbation of 
the problems of long waiting lists.
As a result of the Patients Charter, all patients have a right to
“receive detailed information on local health services. This includes information on the 
standards of service you can expect, waiting times and on local GP services.” (Patients 
Charter 1996, p. 7).
With respect to outpatient waiting times, it further states that
“nine out often people can expect to be seen within 13 weeks. Everyone can expect to 
be seen within 26 weeks.” (Patients Charter 1996, p. 12).
Long waiting lists are a politically sensitive area, as is that of bureaucracy within the 
National Health service, and the need for efficiency and cost savings. Clinical audit for
199
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particular services is seen as an important way of evaluating such issues. This study is 
an example of such an evaluation.
Factors Related To Attrition Rates In Child & Fandlv Services 
Perkarik and Stephenson (1988) suggest that there are few studies that focus on the 
attrition rates for adolescents and child services compared with other services. A wide 
variety of factors have been associated with attrition rates in child and family services. 
These include:
- socio demographic status
- referral source
- delay in waiting
- geographical distance from the services
- history of previous treatments
- parental psychopathology
- expectations and attitudes of those involved in treatment
- child psychopathology.
Many of the studies that have considered the above factors have found equivocal 
results; studies are frequently contradictory. Armbruster and Kazdin (1994) suggest 
that this may be due to the limited number of studies, the wide variety of definitions 
used between studies, and the difficulties of comparing studies where there are 
differences in a number of sample variables (for example, urban versus rural 
populations, inpatients versus outpatients). Further methodological problems occur
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when the studies do not provide a full description of disorders and standardised 
measures are not used.
Singh et al (1982) discusses the parental perspective for dropping out of treatment. 
They found that parental dissatisfaction was related to a lack of improvement of the 
child’s behaviour, a dislike of group treatments, and unfulfilled expectations. They 
consider that attrition rates can be ameliorated through communication between the 
parents and the clinicians, and an understanding of parental expectations.
Balfour (1986) considers that there are 2 factors involved in non attendance for adult 
services. The first is that there is either incorrect or insufficient information provided 
about Clinical Psychology services before the first appointment. He also thinks that 
early discontinuation (rather than initial non attendance) is due to therapy not matching 
the individual’s expectations.
Cottrell et al (1988) discussed the attrition rates for 100 consecutive referrals to a 
)  Child Psychiatry clinic, and found that their attrition rate for first appointment was
15.9%, and for all stages of treatment was 53%. They found, when comparing non 
attendance at the first appointment versus attendance at at least one, that if the parents 
were against the treatment, then non attendance was more likely generally. They also 
found that attrition was higher in school holidays compared to term time. There was 
evidence that treatment was more likely to be continued if the children displayed 
“general anxiety”, and if the children had a language disorder. This was found when 
they compared those with agreed discharge and attrition at any stage. In this
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comparison they noted the non significant relationship between truancy and non 
attendance; a significant association was found for this problem when comparing 
immediate drop out fi*om treatment with agreed discharge. A positive relationship was 
also found between consultation with the referring agent and continued attendance, 
irrespective of the treatment offered.
Hoare et al (1995) found that there was a non attendance rate of 23% in a group of 
1525 consecutive referrals to a Child Psychiatry out patient service. Of those who did 
not attend, the referrals were less likely to be urgent, and more likely to have been 
referred previously.
The Sevenoaks Department
The Child and Family specialty of the Sevenoaks Psychology Department monitor the 
non attendance rates of clients, and have found that they also have similar difficulties to 
those studies cited above. For example, between April and June 1995, the non 
attendance rate (for subsequent appointments) varied fi-om 12.2% to 31%, according 
3  to routine monthly data collected.
An intervention of provision of information and letters sent to referred clients prior to 
first appointment in 1986 reduced the first appointment non attendance rate fi^ om 10% 
to between 3.6 and 7.1% in 1993 - 4. However, the problem of non attendance after 
the initial appointment continues to be a difficulty.
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The Current Study
The current investigation studied whether further changes in the information given to 
clients prior to the initial appointment, changed the non attendance rates at 
appointments that were given after the initial assessment (subsequent appointments).
It was hypothesised that there would be a significant difference between the pre - 
intervention period and the intervention period for the non attendance rates of 
subsequent appointments. Further descriptive statistics for non attendance rates for 
different problem groups and for the range of referral agents were also to be provided 
by this study.
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METHOD
Participants
All of the participants were new registrations (either those that were new referrals, or 
re - referrals) to the Child and Family specialty of the Sevenoaks Clinical Psychology 
department between 1 October 1995 and 31 September 1996. The data set does not 
include those who were already being seen in the specialty.
The data is based on that entered into the FIP system. This is a record of all contacts 
for the department. Each clinician is responsible for providing this activity data each 
week, and it is then entered on to a database.
Desien
The design of the study involved a pre - intervention baseline period of 6 months, and 
an intervention period of the same time. These were;
1. Baseline.
1 October 1995 to 31 March 1996
2. Intervention.
1 April 1996 to 31 September 1996.
It was a between subjects design, as families received different copies of the letter 
before and after 31 March 1996. It was not possible to control for those that had been 
re -referred to the service and thus at a previous time of treatment had received 
different information.
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Procedure
Following a baseline period of 6 months, a number of changes were made to the 
information that is routinely sent and requested of clients that are referred to the 
service, before they attend their first appointment.
The changes are highlighted on the forms that are included in the Appendices:
1. The Waiting list information sheet (Appendix 1). This is sent to all families after 
referral to the service. At this time they are also sent a letter saying that the referral has 
been received and that they should complete a form in order to confirm that they wish 
to be seen by a psychologist.
The changes during the intervention period emphasise the regular nature of 
appointments, and reminds people that there are other people waiting for the service.
2. The reply to the waiting list letter (Appendix 2). This was changed to remind 
)  families of the other people that were waiting to be seen.
No change was made to the rule that if this had not been returned within one month 
then their names would be taken off the waiting list.
3. The appointment letter (Appendix 3). This is the next contact that all clients have 
with the department when an appointment has become available. The importance of 
returning this form was also emphasised in this letter.
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RESULTS
Non Attendance Rates
Table 1. Summary Table for both time periods.
Total no. Total no. No, Initial No.
contacts DNA’s DNA’s Subsequent
DNA’s
Baseline 548 114 35 79
Intervention 267 29 6 23
3
3
The total number of contacts during the year of study was 815.
Baseline Period
The non attendance (DNA) rate for all appointments was 20.80% between October 
1995 and March 1996. The non attendance rate for initial appointments was 46.05% 
during this period, and 14.42% for subsequent appointments.
Intervention Period
The non attendance (DNA) rate for all appointments was 10.86% between April and 
September 1996. The initial appointment DNA rate for this period was 7.89%, and for 
subsequent appointments this was 12.04%.
Therefore, there was a reduction of approximately 50% in the total rate of non 
attendance at all appointments following the intervention. This is seen particularly in 
the large reduction of initial appointment DNA’s.
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Differences Between Groups
Chi square tests were used in the analysis, using the following formula:
ChiSquare = N ( | aD -B C  |-N/2)^
(A +B) (C+D) (A+D) (B+D)
Initial appointments
Table 2. Two x Two Frequency Table for Initial Appointments.
Number o f Attendances Number o f Non Attendances
Baseline 41 35
Intervention 70 6
Using the above statistic, the Chi Square value is 26.21, df = 1.
This shows that there is a significant result at the 0.01 level of significance.
Thus there is a significant difference between DNA rates for initial appointments 
between the Baseline and Intervention periods.
Subsequent Appointments
Table 3. Two x Two Frequency Table for Subsequent Appointments
Number of Attendances Number of Non
Attendances
Baseline 393 79
Intervention 168 23
Using the statistic, Chi Square value is 16. 63, df = 1.
This again shows that the result is significant at the 0.01 level of significance. Thus 
there is a difference between subsequent appointment DNA rates between the Baseline 
and Intervention periods.
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Total Appointments
Table 4. Two x Two Frequency Table for Total Number of Appointments
Number of Attendances Number of Non
Attendances
Baseline 434 114
Intervention 238 29
The Chi Square statistic = 11.36, d f= l .
This shows that there is a significant result at the 0.01 level of significance.
Thus, overall, there is a significant difference between the number of non attendances 
between the two time periods.
3
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Breakdown Of Contacts By Problem
Table 5. Summary of Contacts bv Problem group for the Baseline and 
Intervention Periods.
FraK
group
no.
Problem Baseline 
Total no, 
contacts
Baselme 
Total no. 
DNAs
Basciine
%
interv.
Total
no.
cmstaet
$
Intery.
Total
no.
m A * s
Intery
% :
1 Unclassified 127 20 15.74 11 0 0.00
2 Depression 25 6 24.00 33 2 6.06
3 Phobia 16 3 18.75 6 0 0.00
4 Anxiety 56 11 19.64 20 4 20.00
5 Conduct 
Disorder (Home)
84 18 21.43 43 4 9.3
6 Conduct 
Disorder (Home 
& School)
55 12 21.81 74 11 14.86
7 Hyperactiyity No data No data No data 18 0 0.00
8 Learning
Difficulties
16 4 25.00 6 1 16.66
9 Sleep problems 15 2 13.33 11 1 9.09
10 Eating problems 1 0 0.00 1 0 0.00
11 Encopresis 19 8 42.10 12 0 0.00
12 Psychosomatic 20 4 20.00 1 0 0.00
13 Abuse - 
Emotional
9 2 22.22 7 2 28.57
14 Abuse - Sexual 11 3 27.27 No data No data No
data
15 Abuse - Other 22 7 31.81 1 0 0.00
16 Relationship
problems
27 8 29.62 5 1 20.00
17 CCD No data No data No data 10 0 0.00
18 Medical/
Physical
2 1 50 8 3 37.5
19 School Refusal 11 0 0.00 No data No data No
data
20 Bereayement 3 0 0.00 No data No data No
data
21 PTSD 3 0 0.00 No data No data No
data
22 Stealing/ lying 22 1 4.54 No data No data No
data
23 Enuresis 1 1 100 No data No data No
data
24 Fire setting 1 1 100 No data No data No
data
25 Self Injurious 
behayiour
2 2 100 No data No data No
data
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From the above table and the graphs shown below, it can be seen that there is a variety 
of non attendance rates depending on the Problem group, as classified by the clinician 
involved with the client.
For the baseline period, clients whose problem was defined as Enuresis, Fire setting or 
Self injurious behaviour never attended their appointments. Some non attendances 
were found in most problem groups. High percentages were found in groups such as 
Medical Problems (50%) and Encopresis (42.10%). However, there were low numbers 
of contacts in these groups. The lowest non attendance rates were seen for sleep 
problems (13.33%), for phobias (18.75%) and for unclassified problems (15.74%).
With respect to the Intervention period, generally lower rates of non attendance were 
seen. The highest non attendance rates were for Medical Problems (37.5%), and then 
for Abuse (Emotional - 28.57%). The problems of Phobia, and Relationships both had 
a rate of 20%, followed by Learning difficulties and Conduct disorder at home and 
school. The lowest rates were for depression (6.06%) and sleep problems (9.09%).
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Figure 1. Bar Graph Comparing the Total Percentage Contacts that were DNA’s bv 
Problem Group for the Baseline and Intervention Periods.
100
)
20
)
Baseline
Intervention
Group name
KEY for GROUP NAMES:
1 = Unclassified
2 = Depression
3 = Phobia
4 = Anxiety
5 = Conduct Disorders (Home) 
Conduct disorders (Home and school)
7 = Hyperactivity
8 = Learning Difficulties
9 = Sleep problems
10 = Eating problems 
11= Encopresis
12 = Psychosomatic
13 = Abuse (emotional)
14 = Abuse ( sexual)
15 = Abuse (other)
16 = Relationship problems
17 = 0CD
18 = Medical / Physical
19 = School refusal
20 = Bereavement
21 =PTSD
22 = Stealing / Lying
23 = Enuresis
24 = Fire setting
25 = Self Injurious 
Behaviour
6 =
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Breakdown O f Contacts Bv R e f errer
Table 4. Summary of the Contacts bv Referrer for the Baseline and Intervention 
period.
)
)
Refeirer Baseline 
Total no. 
contacts
Baseline 
Total no. 
DNA’s
Basdine
%
Interv.
Total
no.
contacts
Interv.
Total
no.
DNAs
Inter
V
%
Unclassifîe
d
26 3 11.53 13 0 0.00
GP 236 46 19.49 120 14 11.66
CMO 79 16 20.25 15 1 6.66
School 4 2 50.00 No data No data No
data
Self 7 2 28.57 No data No data No
data
Social
Services
14 3 21.42 No data No data No
data
Health
Visitor
73 23 31.50 41 7 17.07
Speech
Therapist
9 1 11.11 No data No data No
data
Ed.
Psycholog.
2 1 50.00 No data No data No
data
Occ.
Therapist
3 0 0.00 No data No data No
data
Day carer - 
Health
1 0 0.00 No data No data No
data
Day Carer 
private/VoI
1 0 0.00 No data No data No
data
Paediatrics 67 16 23.88 56 6 10.71
Child
Psychiat.
11 0 0.00 No data No data No
data
Other Clin 
Psycholog.
No data No data No data 22 1 4.54
During the baseline period the non attendance rates were highest for those who were 
referred by the School, and Educational Psychologists (50%), although the actual
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numbers of contacts were low. Following this, the Health visitors referred the greatest 
number of clients who did not attend their appointments (31.5%).
During intervention, referrals came from fewer referral sources. The highest rate of 
non attendance was found in those referred by Health visitors (17.07%), and then GP’s 
and Paediatricians (11.6% and 10.71% respectively.
)
)
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I
Figure 2. Bar Graph of Comparison of the Total Percentage of Contacts that were 
DNA’s bv Referrer for the Baseline and intervention periods.
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K E Y for GROUP NAMES:
1 = Unclassified
2 = GP 
3=CM0
4 = School
5 = Self
6 = Social Services
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8 = Speech Therapist
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10 = Occupational Therapist 
11= Day carer - Health
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14 = Child Psychiatrist
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DISCUSSION
Significant differences were found between the two time periods for the non 
attendance rates of both initial and subsequent appointments. This means that the 
hypothesis can be accepted. In percentage terms, there was a reduction of 
approximately 50% of non attendances for both initial and subsequent appointments 
after the intervention had been implemented.
As Singh et al (1982) and Balfour (1986) consider, expectations of treatment are one 
of the important determining factors in the continuation or dropping out of treatment. 
Some of the changes to the Waiting List Information Sheet were made to emphasise 
the regularity of appointments. Thus, rather than not knowing what to expect in terms 
of subsequent appointments, this was clarified. Balfour (1986) also notes how the 
provision of information is important in preventing non attendance. A number of the 
changes did indeed provide information to potential clients.
A greater emphasis on the importance of returning letters, and thus opting in to 
')  treatment was also provided in the intervention. While one would expect that the opt -
in itself (which was not changed in this study) would be a filter for those that were less 
motivated to attend, it is possible that reminders of others waiting for the same service 
and the importance of showing motivation by returning forms was a means to drive 
those that were already motivated, and helped those who were equivocal about 
treatment to opt out.
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The initial appointment non attendance rate was found to be lower than that cited by 
Cottrell et al (1988) where they found it to be 15.9%; in this study it was 6.4%. The 
current rates for non attendance at initial appointment have returned to rates 
comparable with 1986 (10%). The overall non attendance rates both for baseline and 
intervention are lower than that found by Cottrell et al (20.8 and 10.86% compared to 
53%). This is also true to the rates found by Hoare et al (1995), and especially for the 
period of the intervention where the total non attendance rate is approximately half that 
of Hoare et al (10.86 % compared to 23%). This study is consistent with the adult 
study of Balfour (1986) which showed that the provision of an information booklet, 
and an opt in statement, increased attendance at the first appointment.
With respect to the comparison between problem groups for the two periods of time, 
low rates were seen for a number of disorders. There are few commonalities between 
the two periods time, and often few contacts in total which means that it is hard to 
draw any firm conclusions fi’om this data.
)  For both time periods. Health Visitor referrals provided both one of the largest referral
sources, and also the highest non attendance rates for all appointments. Schools, 
Educational Psychologists and various medical professionals ((GP’s, CMO’s and 
Paediatricians) also referred those who had the highest non attendance rates. As 
Cottrell et al note, consultation with the referring agent is a method of ameliorating 
this problem.
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In conclusion, therefore, the intervention was successful in reducing subsequent 
appointment non attendance rates. Furthermore, it was successful in reducing the non 
attendance at initial appointments. Information was provided about the rates of non 
attendance by problem classification and by referral source.
This is welcome news in the current context of the importance of waiting times in the 
NHS for services, both in terms of client information and cost savings for bureaucracy. 
The study provides an example of how a relatively small change in letters and 
information to clients can cause differences in the attendance rates, assuming other 
variables remain constant.
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RECOMMENDATIONS and FUTURE RESEARCH
1. The changes in the information and letters are kept as significant changes have been 
effected by them.
2. A finer grained analysis of the clients who do not attend appointments could be 
carried out. Client variables such as the length of time on the waiting list, socio 
demographic factors, and previous treatments could be examined.
^ Further, an analysis of those that do not attend appointments could be carried out so
that it could be ascertained whether people do not attend and then intermittently 
return, or they do not attend and are then discharged. A variety of discharge codes 
could be used on the FBP forms (if already not in place) to ascertain whether the 
discharges are mutually agreed, are as a result of non attendance etc.
3. As a result of some of the doubts about the introduction of the new system, there 
could be an appraisal of it, and inputting of data could be streamlined. Up to date
)  information is important in order to know about waiting lists.
4. All clinicians record their activity data on FTP forms. A large number of the problem 
groups were unclassified, and it seems that with the Intervention period, fewer 
categories were used in recording both the problem group, and the referrer. In order to 
improve fixture research, a fine grained analysis is important, and this can only be 
carried out with reliable data. It is possible that a more clinician - friendly system could 
be instituted to allow this recording to take place.
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)
5. If clients were not attending subsequent appointments as a result of dissatisfaction 
with the services provided, then satisfaction data needs to be gained from them. 
Questionnaires that are routinely sent out could be followed up, although this does 
have ethical and resource implications.
6. In order to improve the design of the current study, an A -B  - A -B  design should 
be utilised, as opposed to the current A -B  design. This would allow a more reliable 
analysis of the intervention, and help to control for extraneous factors.
7. While referrer consultation is a great strength of the Child and Family service, 
further education, particularly of those who refer large numbers of individuals may be 
appropriate in order to further screen out inappropriate referrals.
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APPENDIX 1.
THE WAITING LIST INFORMATION SHEET
)
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W E A L D  O F  K E N T
c o m m u n i t y  n h s t r u s t
S E V E K O A K S  H O S P IT A L
H o s p i t a l  R o a d  S e v e n o a k s  K e n t  T N 1 3  3 P G  
T e l  0 1 7 3 2  4 5 5 1 5 5  F a x  0 1 7 3 2  4 6 5 5 4 4
Child Clinical Psychology Service
Your child has been referred to see a Clinical Psychologist. The following information 
is to give you an idea of what to expect when you see a psychologist.
A Clinical Psychologist is trained to help adults and children with a wide range of 
problems. These could be to do with emotions, relationships, how people behave or 
intellectual development. Psychologists are interested in helping you to help your child 
and yourself.
The Psychologist may help in a number of ways:-
* by giving you information
* by discussion with you
* by advising and making practical suggestions
* by giving you reading matter
At your first interview your problem will be discussed and a decision made about the 
best kind of help to suit you.
You will not be given a prescription or medication for your child. Appointments will 
last approximately one hour and will be during working hours, 9.00 am to 5.00 pm. 
Often Psychologists arrange to see families on a regular basis over a number of months. 
It is important that you are able to attend these sessions regularly.
Reimbursement for travel expenses can be obtained for those claiming income support. 
If you require help please ask the secretary for details before your appointment.
We will write to whoever referred you to keep them informed of progress.
We currently have a lengthy waiting list so it would be very helpful to us if you could 
let us know if your situation changes and any change of address. We would also be 
grateful if you could contact us if you no longer require an appointment so that your 
place can be given to someone else.
In order to help improve our psychology service to best meet our clients’ needs, we may 
get in touch with you after your treatment is finished to ask for your views on the 
service provided. Information given at this time will be entirely confidential within the 
department. If you are not happy about being contacted, either by telephone or by letter, 
following treatment, please let your Psychologist know.
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Please Note: As a result of so many families needing our service, an
appointment will only be sent to you if you return 
this form to the address below*
Child’s Name ...............
Address
Post Code ...............
Telephone No.....................
GP ................
Please tick required choice:
) I would like an appointment to be sent to me 
I no longer require an appointment and wish to cancel the referral
* Please return to:
The Secretary
Clinical Psychology Service 
Sevenoaks Hospital 
Hospital Road 
Sevenoaks 
Kent TN13 3PG
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Clinical Psychology Dept 
Tel: 01732 740538
Mr & Mrs 
4th April 1996 
Dear Mr & Mrs,
Dr Macdonald-Brown, GP, has referred you to this department and we are now able to 
offer you an appointment
Lorinda Creighton, Psychologist, would like to offer you an appointment on Tuesday 
16th April 1996 at 9.00 am at the Psychology Department, Sevenoaks Hospital.
Please find enclosed a map and a form. It is very important that you complete and 
return this to let us know whether or not you will be attending this appointment.
Yours sincerely
Julie Anstiss
Secretary to the Clinical Psychology Service 
Enc
cc Dr Macdonald-Brown
RESEARCH SECTION
)
CHAPTER 4
YEAR THREE - RESEARCH PROJECT
CAN SELF MUTILATION BE SEEN AS AN  
ADDICTIVE BEHA VIOUR - A PRELIMINARY STUDY
INADULTS
)
9 ^ ^
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ABSTRACT
The literature that links self mutilation with addictions is described in terms of 
impulsivity, the functions of the behaviours and in terms of the definition of 
addictive behaviour. The Relapse model of addictions is discussed and used in this 
study to compare self mutilation with alcohol dependence. A third group of 
people with avoidance behaviour is in addition used with the aim that this 
behaviour is hypothesised to be different to alcohol dependence and self 
mutilation. A measure of dissociative experiences is also added as it is 
^ hypothesised that there would be a continuum of such experiences, with those
who self mutilate scoring most high, followed by the alcohol dependence group, 
and finally the avoidance group. The data was analysed using a Multidimensional 
Scalogram Analysis, and content analysis of semi structured interviews. The three 
variables of positive expectancies, tension reduction expectancies, and self 
efficacy to not perform the behaviour when there are positive emotions were 
found to contribute to the overall Multidimensional Scalogram plot which did 
show a broad division of the groups as anticipated. Other results were generally 
)  equivocal showing few differences between the groups. It was concluded that
further research would need to be carried out in order to say whether self 
mutilation can be seen as an addictive behaviour.
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INTRODUCTION
SELF MUTILATION
Self mutilation is seen in a variety of populations and clinical settings. Winchel 
and Stanley (1991) discuss how it is found in those with Learning disabilities, 
people with psychosis, in prison populations and in those with personality 
disorders. Favazza (1996) adds that it can be found in the normal population, but 
as a result of religious beliefs. This is particularly the case in non Western 
cultures.
The present discussion will be limited to self mutilation in those with personality 
disorders. In terms of diagnostic classification, self mutilation is only found to be a 
criterion in Borderline Personality Disorder, as described in the DSM - IV (APA 
1994). Other elements to this Axis II disorder (Personality disorder) are 
difficulties in interpersonal relationships, attempts to forestall abandonment, 
identity disturbance, impulsivity, affective instability, chronic feelings of 
emptiness, problems with anger control etc.
The definition of self mutilation that is used in this study is
“deliberate, non life threatening, self effected bodily harm or disfigurement of a 
socially unacceptable nature” (Walsh and Rosen 1988, p. 10).
Walsh and Rosen note that this form of self harm is conceptually distinct from 
suicide. For example, they discuss how it is different in terms of lethality, and
227
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intent. There is, however, an overlap between self mutilation and suicidal intent 
such that one of the reasons that people self mutilate may be in order to kill 
themselves. In this study, participant’s sole reason for self mutilation must not 
have been to kill themselves.
In the above definition, there is reference to social acceptability. This is because 
Walsh and Rosen describe a continuum of self alteration (Figure 1). They note 
differences in terms of severity of the physical damage, the psychological state of 
the individual at the time of injury, and the social acceptability of the acts. Thus 
the present discussion is about self alteration of Type HI where there is mild to 
moderate damage, the psychological state is psychic crisis and the behaviour is 
generally unacceptable in all groups, except in those who have similar difficulties.
The prevalence of this behaviour is not known. Estimates vary between 212 per 
100 000 of the general population (Favazza and Conterio 1988) to 400 - 600 per 
100 000 per year (Pattison and Kahan 1983). Van der Kolk et al (1991) suggest 
)  that in the inpatient population, 7 -10 % of clients self mutilate, and the APA
(1994) quote the prevalence of Borderline Personality Disorder as 2% in the 
general population, 10% in the outpatient population, and 20% in the inpatient 
psychiatric population. Some of the difficulties in assessing prevalence is that 
people often harm in secrecy, and hide the true cause of injury from medical 
personnel.
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In a postal survey Favazza and Conterio (1988) found that 72% of their sample of 
250 participants cut themselves, 35% burnt themselves, 30% hit themselves and 
78% of their sample used multiple methods to harm themselves. Walsh and Rosen 
(1988) studied an adolescent inpatient ward and found that in their sample of 52 
individuals, 50% used multiple methods, and 60% were chronic repeaters of the 
behaviour (five times or more).
With respect to the process of self mutilation, there are commonalties between 
reports. These are that there is often a dissociative response to intense feelings, 
especially of dysphoria or tension (e.g. Feldman 1988, Leibenluft et al 1987), or 
difficulties or loss of meaningful relationships (e.g. Gruenbaum and Klerman 
1967, Walsh and Rosen 1988). Gruenbaum and Klerman note the urge to harm 
oneself escalates, and, although there may be attempts to forestall the injury 
(Leibenluft et al 1987), the act is performed, often with analgesia. The analgesia is 
hypothesised to be achieved through the process of dissociation. Following the 
actions, authors note that there is relief (e.g. Feldman 1988), and others note how 
)  there is the “aftermath”. This is often in terms of other people’s responses to the
behaviour, which seems to be in the form of an intense emotion. For example,
Walsh and Rosen (1988) describe how those around the individual often recoil, 
are alarmed and experience psychological pain themselves. As a consequence of 
the dissociated state that may have been ended with the actions, Feldman (1988) 
notes that the individual may find it hard to recall the behaviour. This will be 
discussed in greater detail in a later section.
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ADDICTIVE BEHAVIOURS
Marlatt et al (1988) define an addictive behaviour as
“a repetitive habit pattern that increases the risk of disease and / or associated 
personal and social problems” (p.224).
There are a number of different ways of conceptualising addictive behaviours in 
terms of the extent that the individual is responsible for change (Brickman et al 
1982). The models that he proposes are:
1. Moral model where the individual is seen as responsible for change as they are 
sinful, and require more will power.
2. Enlightenment model where the individual must submit their control to a higher 
power for the solution, but they are the cause of their own problems.
3. The disease model where the individual again is not responsible for the 
addiction, and nor are they responsible for the cause of the addiction.
)  4. The compensatory model where the individual is not responsible fro the cause
of the problems, but they are responsible for the solution.
Marlatt et al (1988) suggest that the compensatory model is a biopsychosocial 
model, and is the most useful in conceptualising addictions. This model allows for 
the importance of cognitive processes in the initiation and maintenance of the 
behaviour. It also incorporates the physiological and social components to an 
individuals difficulties that are seen in those who misuse substances.
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In terms of operationalising the definition of addiction, the ICD 10 (WHO 1992) 
uses the idea of a dependence syndrome. The criteria for alcohol dependence are 
as follows:
Criteria for Dependence Syndrome (WHO 1992)
Three or more of the following manifestations should have occurred together for 
at least one month, or if persisting for periods of less than one month, should have 
^ occurred together repeatedly within a 12 month period:
1. a strong desire or sense of compulsion to take the substance
2. impaired capacity to control the substance taking behaviour shown by the 
substance being taken in larger amounts or over a longer period than intended, or 
persistent desire or unsuccessful efforts to reduce or control the use of the 
substance.
3. physiological withdrawal state, either shown by the characteristic withdrawal 
)  symptoms for the substance, or the continued use of the substance in order to
relieve or avoid such symptoms.
4. tolerance to the effects of the substance, thus requiring increased amounts of 
the substance, or reduced effects for the use of the same amount of substance.
5. preoccupation with the substance
6. persistent use despite clear harmful effects
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LINKS BETWEEN SELF MUTILATION AND ADDICTIVE 
BEHAVIOURS
A number of links have been drawn in the literature between self mutilation and 
addictive behaviours, and these will be elaborated below.
Self mutilation described as an addiction
Favazza (1996) describes a scheme for categorising self mutilation. In this, there 
are compulsive, episodic and repetitive forms of self mutilation. Compulsive self 
 ^ mutilation is where the acts are repetitive and ritualistic, and he describes the
individuals as not being aware of their behaviour (e.g. in hair pulling).
Episodic self mutilation is where self mutilation is used to gain fast relief from 
distressing thoughts or emotions. He describes how this form of self mutilation 
may serve a number of frmctions. Favazza then goes on the draw a distinction 
between these types of self mutilation and repetitive self mutilation where there is 
an overwhelming preoccupation with harming themselves, and the individual 
)  forms an identity as a “cutter” or “burner”. He reports that they would describe
themselves as addicted to self mutilation. He describes how this form of the 
behaviour should be seen as a separate syndrome of self mutilation (the Repetitive 
Self Mutilation Syndrome), and as a disorder of impulse control.
Whilst noting that it is hard to understand the fine distinctions that Favazza 
proposes, and that the scheme is derived purely from his clinical impression, he 
does describe some important similarities with addictive behaviours in terms of
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individuals labelling themselves as addicted to the behaviour, and in terms of 
impulsivity to perform the behaviour.
Tantam and Whittaker (1992) think that “self wounding” can become addictive.
They consider this to be the case as it is “coercive” such that it produces a 
desirable social response, and also as it is relieving of a particular mood. They 
propose either a biochemical mechanism for this effect, a conditioning mechanism, 
or a symbolic mechanism.
Faye (1995) has also drawn links between self mutilation and addictions. She 
considers the cravings to undertake the behaviour similar to those that are seen in 
people who are dependent on substances. However, she notes that there is no 
evidence to date that tolerance and withdrawal effects have been seen in those 
who self mutilate, despite these being important in addictions. Others have drawn 
attention to the urges that people have to self mutilate (e.g. Gruenbaum and 
Klerman 1967). It is also one of the criteria for substance dependence in ICD 10 
)  (WHO 1992, see earlier).
The definition of addiction that Marlatt et al (1988) gives above certainly can 
describe in a broad sense the consequences of self mutilation, in that there is a 
greater risk of disease and personal and social problems. However, definitions of 
self mutilation and substance dependence are clearly more specific than this.
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A further link in terms of self mutilation and addictions being seen as similar is in 
treatment approaches. While few approaches for self mutilation have been 
empirically validated, or even proposed, Kennerley (1996) describes how the 
Relapse Prevention model as proposed by Marlatt and Gordon (1985) is 
important in the treatment of those who self mutilate. Marlatt and Gordon’s 
model of relapse prevention is a cognitive behavioural treatment approach for 
those who perform addictive behaviours. It is this model that was used to assess 
the similarities between self mutilation and addictive behaviours in this study. The 
model will be described in greater detail later.
Self mutilation described as an impulsive behaviour
Self mutilation has been described as an impulsive action by Favazza (1996).
Lacey and Evans (1986) also note the impulsive nature of self mutilation and 
addictive behaviours, as well as other disorders(e.g. Bulimia nervosa). In their 
paper they propose that there should be a diagnosis of Multi Impulsive Personality 
Disorder to link up such behaviours when they are seen in the same individual.
Favazza (1996) notes the co morbidity of a number of so called impulse control 
disorders. For example, Evans and Lacey (1992, cited in Favazza 1996) found 
that in a sample of 50 women attending an alcohol treatment unit that 25% cut 
themselves deliberately and 16% has an eating disorder. Further, Dulit et al 
(1994) studied a sample of people with at least 5 of the 8 criteria for Borderline 
Personality Disorder. They found that those who frequently self mutilated (greater 
than 5 times) were significantly more likely to have a co morbid diagnosis of
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depression and Bulimia Nervosa when compared to a group of people who did 
not mutilate, but who also fulfilled 5 of 8 criteria for Borderline Personality 
Disorder.
Some authors have discussed the relationship with impulsivity and alcoholism. It 
is considered a risk factor in the development of alcohol problems (Cox 1987). 
McGown (1988) found that impulsivity was a risk factor for alcohol relapse.
Thus there is evidence that there are similarities between, and co morbidity of self 
mutilation and substance misuse. This is particularly in terms of impulsivity. It 
could also be hypothesised that the two behaviours perform the same functions.
This will now be considered, particularly in relation to mood alteration, and 
effecting interpersonal change with others.
The functions o f self mutilation and addictive behaviours
The mood altering functions of self mutilation have been discussed previously.
)  The literature shows that this is a very important function of self mutilation,
especially in terms of reducing tension, relief fi-om a negative or dissociated state, 
or in terms of gaining a desired response fi*om others. The evidence for this is 
largely from single case studies (e.g. Leibenluft et al 1987), and clinical 
impressions from treatments and interviews (e.g. Feldman 1988/
Orford (1985) describes how it is generally accepted that drugs have a mood 
modifying effect on the individual. He further discusses how an important
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hypothesised function of appetitive behaviours is to increase activity and distract 
the individual from unpleasant or distressing affect.
Marlatt (1987) postulates a biphasic model in response to alcohol that is related to 
the cognitive expectancies of alcohol, rather than the physiological effects of the 
substance. This scheme allows one to understand the differences between 
moderate drinkers and those who are dependent on alcohol. It links with the idea 
that alcohol and other substances perform the function of reducing tension.
Marlatt (1987) considers that there is an initial reinforcing effect from alcohol, 
and this is equivalent to an enhancement of arousal. This is called the Arousal 
Enhancement Hypothesis (AEH). Secondly, there is a longer term negative 
reaction to alcohol use, and this is equivalent to the tension reducing properties of 
alcohol (Tension Reduction Hypothesis or TRH).
The studies of Brown et al (1980, please see later) looking at outcome 
expectancies suggest that there is evidence for the arousal enhancement 
hypothesis for drinking moderate amounts of alcohol as they find a large number 
of positive expectancies about the effects of alcohol. Southwick et al (1981) 
presented an expectancy questionnaire to college students whose drinking 
histories varied between abstainers and heavy drinkers. They found that all 
categories of drinkers except those who abstained, expected stimulating effects 
after a moderate amount of alcohol, and more neutral effects after “too much 
alcohol”. They found that heavy drinkers, however, expected to get more of the
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positive effects of alcohol (in this study, stimulation/ perceived dominance, and 
pleasurable disinhibition) during moderate intoxication, and the same negative 
effects (behavioural impairment) as those who drink less habitually.
From these studies, Marlatt (1987) postulates that moderate drinking is expected 
to enhance or maintain a prior neutral or positive emotional state. This is in 
contrast with dependence on alcohol where it is used to alleviate or transform a 
prior negative emotional state.
Thus, he describes a hypothetical model shown below.
Figure 2. Moderation versus addiction in the transformation of affective state- 
hypothetical model. (Maxim 1987^
Prior Mood
Immediate Effect 
(of biphasic response)
Delayed Effect 
(of biphasic response)
ResidualMood
Moderation
positive
Enhanced positive 
Neutral
Addiction
negative 4-
Restored neutral 
Delayed negative 
Disequilibrium —Equilibrium
It can be seen that there are similar consequences of self mutilation, where there is 
a desired restoration of a prior emotional or change in an interpersonal state as a 
consequence of the behaviour. However, this is not the case in moderate drinking 
behaviour where the function of the behaviour is to enhance the prior positive 
affect.
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Further, when considering the determinants of alcohol related relapses, Marlatt 
and Gordon (1980) found that they could be broadly divided into intrapersonal or 
interpersonal areas. This is the same as the reasons that people who self mutilate 
give for harming themselves.
Marlatt & Gordon (1980) looked at the determinants of relapse for those who 
misuse alcohol. From a study of 65 males who undertook a programme of 
aversive conditioning procedures, they were interviewed about the relapses that 
 ^ they experienced. He found that 50% of the situations they described fell into one
of 2 categories. These were frustration or anger in social situations, and 
confrontation with the social pressures to resume drinking.
Following this, 137 people who were dependent on either alcohol (n = 70 
inpatients), nicotine (n = 35) or heroin (n = 32) were either interviewed or 
completed a questionnaire. They were asked about both the internal (cognitive) 
and external (social) circumstances that led them to take the first drink (or use 
)  the substance) after completion of the programme. From a principle components
analysis of the data, 2 classes were found. These are shown below, with the 
subcategories that are included.
A. Intrapersonal Determinants
1. Coping with negative emotional states
2. Coping with negative physical states
3. Enhancement of positive emotional states
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4. Giving in to urges and temptations
5. Testing personal control
B. Interpersonal Determinants
6. Social pressure to drink, either direct or indirect
7. Coping with interpersonal conflict
8. Enhancement of positive emotional states
 ^ The results showed that 76% of the relapse episodes were in three categories.
These were coping with negative emotional states (37%), social pressure (24%) 
and coping with interpersonal conflict (15%). In the remaining episodes, 
temptations and urges were the next greatest category for relapse (7%). 58% of 
the relapses occurred inthe intrapersonal determinants, and 42% in the 
interpersonal determinants category. In terms of the emotional states involved in 
relapse, results showed that in the interpersonal category, 82% were associated 
with flnstration and / or anger. However, in the intrapersonal categoiy, most of 
)  the relapses (85%) were associated with other negative emotions (eg. anxiety,
fear).
The results showed the same pattern of relapse episodes for both nicotine and 
alcohol addiction. For heroin addiction, the results were similar, although social 
pressure came as the highest, and then coping with negative emotional states, 
followed by enhancement of positive emotional states. In more recent research, 
negative emotions were also found to be antecedents to relapse, especially in
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women rather than men (Rubins et al 1996). This was found not only in 
retrospective reports, but also in prospective predictions of relapse (Zywiak et al 
1996 cited in Connors et al 1996).
Therefore, both in terms of the effects of self mutilation and alcohol dependence, 
and in terms of the causes of both behaviours, clear links can be seen.
THE RELAPSE MODEL OF ADDICTIONS
This is the model that is used in this study to compare self mutilation and 
addictions. The model is accessible to clients as it can be discussed with relative 
ease; cognitions and behaviours are reported by the individual participants.
Furthermore, it provides a model for treatment, and as there is little research into 
the treatments for self mutilation, if similarities were to be found, then further 
research could be carried out to find out if the treatments are compatible with self 
mutilation. There are a number of assessments that are used in the relapse model, 
and there will be described later in more detail.
Relapse is set in the context of a typical cycle of addictions. This is of initiation of 
drug use, the maintenance of the behaviour, and post treatment relapse. This is 
characteristic of addictive behaviours.
Marlatt and Gordon (1980) describe relapse as
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“any discrete violation of an imposed rule or set of rules governing the rate or 
pattern of consumption behaviours” (p.413).
Post treatment relapse rates in alcohol addictions are veiy high. For example,
Marlatt (1973, cited in Marlatt 1980) found them to be 78% in the first 90 days 
post treatment discharge fi-om hospital. Others (e.g. Ito et al 1988) have found 
that relapse rates vary fi-om 24% to 50% at post treatment and 6 month follow up 
respectively.
Marlatt and Gordon (1980) propose a model to describe in largely cognitive terms 
what occurs when a relapse happens. Please see Figure 3.
This model applies to those who are abstinent fi-om drinking (i.e. there is an 
absolute rule of no drinking), rather than controlling their drinking. The model 
will be briefly described, and then particular elements of it will be described in 
greater detail.
As can be seen fi-om figure 3, the relapse process is seen as starting in a high risk 
situation. If there is a coping response available to the individual, then the person 
will experience an increase in self efficacy (please see later for a description), and 
thus the likelihood of relapse is diminished. However, if the individual does not 
possess a coping response, then their self efficacy to cope in the situation is 
reduced, and the individual also will have expectancies about the effects of alcohol 
which win make it more likely that they will use. Following the initial use of 
alcohol, the absolute rule of abstinence is broken, and thus there is cognitive
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dissonance, and a catastrophic reaction. This means that a full blown relapse is 
more probable.
There are a number of important elements of the model, and outcome 
expectancies and self efficacy in the high risk situation will be discussed in 
particular detail.
Hi2h Risk Situations
)
The types of situations that are high risk for relapse will be discussed in greater 
depth in the following section on self efficacy. However, Marlatt (1980) describes 
such situations generally as
“any situation that poses a threat to the individual’s sense of control and increases 
the risk of potential relapse”.
As will be described later, the sense of control that is felt in such situations is 
)  extremely important. Thus coping skills for these situations are thought to be very
important in preventing relapses.
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Outcome Expectancies
Bandura (1977) defines an outcome expectancy as
“a persons estimate that a given behaviour will lead to certain outcomes” (p. 193).
Thus Bandura proposes that there is cognitive mediation of the effects of alcohol.
This has been empirically shown to be the case. For example, this was shown by 
Marlatt and Rosenhow (1980) where a balanced placebo design was used with 
 ^ participants. Four groups were used:
1. expected alcohol and received it
2. expected alcohol and received a placebo
3. expected a placebo and received a placebo
4. expected a placebo and received alcohol.
These types of experiment show how the expectancy of the substance has a 
greater effect on behaviour than does the actual effect of the substance. This has 
)  been shown in a number of areas of research (Brown et al 1980). She describes
research into alcohol cravings, subjective pain reduction, subjective sexual arousal 
and food consumption, thus showing that expectancies can be measured in a 
number of areas of work.
Marlatt (1987) discusses how outcome expectancies are determined by a number 
of factors. These factors are the cultural and personal beliefs of the individual, the 
personal experiences with alcohol of the individual, and the current drinking habits
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of the individual. Further, he describes how they are affected by the situation 
where alcohol is consumed, and the physiological effects of alcohol which is 
subject to individual differences.
Research has been undertaken to discover what types of expectancies people have 
about alcohol. Brown et al (1980) asked a sample o f400 social drinkers what 
they expected to get out of drinking alcohol. In a factor analysis of the responses, 
six factors emerged, as follows:
1. Global positive transforming agent
2. Enhancing social and physical pleasure
3. Enhancement of sexual experience and pleasure
4. Arousal, with facets of power and aggression
5. Increased social assertiveness
6. Relaxation / tension reduction.
Other studies (e.g. George et al 1995) have added two negative factors to the 
outcome expectancies. These are Cognitive and Physical Impairment, and 
Careless Unconcern.
The model describing the differences between those who use alcohol moderately 
and those who are addicted (Figure 2) is derived from this work on outcome 
expectancies. As Marlatt (1987) says, one way to distinguish between moderate 
and addicted drinkers is to look at the affective consequences of their alcohol use.
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)
S e lf Efficacv
Bandura (1977) defines self efficacy as
“the conviction that one can successfully execute the behaviour required to 
produce the outcomes” (p. 193).
Bandura draws distinctions in efficacy expectations in terms of magnitude (the 
perception of task difficulty), generality (how general or specific the efficacy 
judgement is), and strength (how much information is required to disconfirm the 
expectations). He discusses how efficacy expectations have a number of sources. 
These are partly based on the individual’s own performance accomplishments in 
the past, through vicarious experiences, verbal persuasion and physiological 
arousal. Thus, as with outcome expectancies, self efficacy is based on both 
behavioural and cognitive elements, and affect behaviour.
Wfith respect to drinking behaviour, Marlatt (1980) has also written extensively 
about self efficacy in the model of relapse. He describes how when self efficacy is 
decreased, then there is a consequent drop in the sense of control over the 
situation, and a rise in the feelings of powerlessness. These responses will then 
mean that the chance of relapse is greater. Drinking, he hypothesises is a way of 
coping in these situations where there is low control and high helplessness. Others 
(e.g. Annis and Davis 1988) also describe the resumption of drinking as a means 
of coping, initially alleviating the negative mood as a consequence of the
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outcome expectancies that the individual has about alcohol. In these situations, 
drinking is the typical response and coupled with the positive outcome expectancy 
of this effect, then a return to this familiar state is likely.
It is important to assess whether outcome expectancies and self efficacy in high 
risk situations are able to predict actual drinking behaviour and relapses. Lee &
Oei (1993) measured self efficacy, outcome expectancies and drinking behaviour 
in sample of 185 participants, comprised of anyone who had ever had a drink.
They found that the overall self efficacy of refusal were predictive of the 
maximum quantity of drinks consumed, and the general frequency of drinking 
behaviour. However, they found that outcome expectancies only predicted the 
frequency scores and no others (for example, quantity of alcohol consumed).
They conclude that there are different roles for outcome expectancies and self 
efficacy. However, others (e.g. Eastman & MarzHlier 1984) consider that 
outcome expectancies and self efficacy are not conceptually distinct. They 
consider that either class of expectancy could predict behaviour, and the 
relationship between the two is reciprocal. It has also been found more recently 
that coping skills are the strongest predictor of outcome, rather than mood states, 
alcohol expectancies, self efficacy or cravings (Miller et al 1996).
In treatment programmes, self efficacy ratings have proved predictive of post 
treatment use, and the clients predictions about use in particular situations are 
predictive of the actual relapse situations (e.g. Condiotte & Lictenstein 1981, 
cited in Annis & Davis 1988).
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Abstinence Violation E ffect
This is a proposed mechanism for relapse when the absolute rule of abstinence is 
broken. In the model this is when a lapse has occurred by the individual taking 
one drink. The actual strength of the effect will vary depending on a variety of 
factors (e.g. commitment to be abstinent, the length of time that the individual 
was abstinent) and Marlatt (1980) suggests that the AVE is made up of 2 
components. The first of these is cognitive dissonance, as the behaviour (taking a
 ^ drink) is in direct conflict with the individuals view of themselves as an abstainer.
Secondly, there is a personal attribution effect where the individual attributes the 
failure to an internal weakness and lack of control. This is in contrast to externally 
attributing the lapse to the situation and the lack of coping skills. This reduces the 
individuals ability to do anything about the lapse (for example, instituting coping 
skills now). As this is added to the effects of the substance, the probability of 
relapse is increased.
)  CRA VINGS and URGES
These are important in a model of addictions, although they are not specifically 
referred to in Marlatt and Gordon’s relapse model. In the assessments that are 
associated with the relapse model they are included in the outcome expectancy 
and self efficacy areas of study. However, in this study it was thought important 
to include this area more specifically in the model that was used to assess the 
similarities between self mutilation and addictions as firstly, it is included in the 
criteria for alcohol dependence syndrome (WHO 1992). Secondly, it has been
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proposed by Beck et al (1993) as part of a cognitive model of addictions. They 
propose that cravings mediate between automatic thoughts about using a 
substance and facilitating beliefs that give permission to use the substance.
Tracy (1994) defines a craving as
“an intense internal state in a previously or current addicted individual, oriented to 
potential consummatory activity that may be represented on multiple levels (e.g.
 ^ cognitive, biological, emotional, behavioural)” (p. 72).
Bohn et al (1995) and Tracy (1994) suggest that cravings are able to predict some 
relapses. For example, it is estimated that cravings account for 60 -100% of 
cocaine relapses (Dackis et al 1987, in Tracy 1994). The rates are lower in alcohol 
abuse (11%, Marlatt and Gordon 1980). Thus, assessing cravings is important in 
looking for the determinants of behaviour.
)  The mechanisms of cravings and how they lead to substance use have been
discussed at length in the literature. Some consider that cravings are the result of 
withdrawal symptoms, and thus substances are used in order to relieve this 
physiological response, through the process of negative reinforcement (e.g. West 
and Schneider 1987, cited in Tiffany 1992). Others consider that they are cued by 
drug related stimuli, and are positively reinforced by the effects of the substance 
(e.g. Marlatt & Gordon 1985).
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DISSOCIATION ANP SELF MTTTTLATION
The process of dissociation has been linked to self mutilation. The process of 
dissociation has been defined as
“a structured separation of mental processes that are ordinarily integrated in and 
accessible to conscious awareness” (Butler et al 1996, p. 43).
The process has been proposed as a precursor to self mutilation. For example, 
Leibenluft et al (1987) described self mutilation as a relief for the dissociative pain 
that one of his cases was experiencing. Further, Feldman (1988) describes 
dissociation in the sequence leading to self mutilation.
Brodsky et al (1995) found in a sample of 60 inpatients with Borderline 
Personality disorder that dissociation scores were significantly correlated with 
fi-equency of self mutilation, as well as severity of abuse that they experienced in 
childhood, depression scores and scores of global psychopathology. As a result of 
self mutilation being the strongest predictor of Dissociative Experiences Scale 
scores, they concluded that there was a direct relationship between dissociation 
and self mutilation, although causality cannot be inferred.
Zweig - Frank et al (1994) also found that scores of dissociation were higher in 
those who self mutilated compared to those who did not. They also found that 
there were significant associations with a history of child sexual or physical abuse
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and dissociation scores. Links between histories of trauma and histories of self 
cutting, and dissociation have also been found by van der Kolk et al (1991).
As a result of the associations that have been found both in samples, and in 
individuals, between dissociation and self mutilation, a measure of dissociation 
was considered important to include in the study.
TREATMENT OF ADDTCTTVE BEHAVIOURS
There are a number of treatment approaches that have been proposed by Marlatt 
and Gordon in order to prevent relapses. Firstly, they suggest that it is important 
for the individual to identify the high risk situations via self monitoring. They 
suggest that a skills training approach can be used to help them develop coping 
skills where they do not have an adequate coping response (e.g. social skills, 
assertiveness). This is often done via rehearsal and feedback, as in role plays. 
Furthermore, if the coping response is inhibited by anxiety, then a desensitisation 
procedure can be used to gradually introduce the skills.
In order to counteract the decreased self efficacy that the individual has, they 
suggest that general problem solving strategies are used, in order to make 
“lifestyle” changes. Further, they suggest that other rewarding activities are taken 
up that do not involve alcohol. With respect to outcome expectancies, they 
suggest that over time as the effects of misusing alcohol reduce, then people’s 
beliefs about them will also change. Marlatt and Gordon also suggest that
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education about the long tenn effects of alcohol will help to change these 
expectancies.
The encouragement of controlled drinking will help to prevent a lapse turning into 
a relapse. They suggest that preparation for lapses will also mean that a fiiU 
relapse does not occur. With respect to the AVE, then also preparation will help, 
and cognitive techniques will help to enable a restructuring of the chain of events. 
Further, normalisation of such lapses and relapses will help to reduce the levels of 
 ^ guilt that are felt.
The efficacy of the interventions that are associated with the model have been 
evaluated, although surprisingly few studies have been undertaken for alcohol 
misuse. Carroll (1996) reviews controlled clinical trials. He finds that there were 3 
studies out of the 6 reviewed that found significant main effects for the relapse 
model. These effects were seen either at post treatment or at follow up. Out of the 
24 studies that were reviewed from different addictive substances, he found that 
)  all except one study that compared relapse prevention strategies with no treatment
found an effect, either at post treatment or at follow up. Of those studies that 
compared relapse prevention with discussion or attention control treatments, 7 
out of 11 found continuing improvements or lower levels of relapse in the relapse 
prevention group at follow up.
Carroll concludes that there are 3 main areas of promise for relapse prevention 
strategies. These are firstly that the strategies will reduce the intensity of relapse
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episodes. Secondly that the interventions help to generalise coping such that at 
follow up there are improved results. Lastly, that with those clients who are more 
impaired with greater misuse of the substance, that the relapse prevention model 
is able to provide the greater effects.
THE CURRENT STUDY
This study compared the relapse prevention model using a number of assessments 
which will be described in greater detail later. Three groups were used with the 
aim of testing the preliminaiy hypotheses that self mutilation was similar to an 
addictive behaviour (in this case, alcohol misuse), but different to another problem 
behaviour (avoidance as a result of anxiety). This was based on the literature that 
already exists in comparing self mutilation and addictions, in order to more fully 
understand this little researched area, and to provide the basis for future research 
into treatment strategies for self mutilation.
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EXPLORATORY HYPOTHESES
1. Urges
It was hypothesised that there would be similarities between the self mutilation 
and the alcohol dependence groups in terms of the level of urges that were found 
to perform the behaviours. It was hypothesised that the anxiety avoidance group 
would have a lower level of urge to perform the behaviour. So, it was 
hypothesised that the self mutilation and alcohol dependence groups would score 
at similar, high levels, and the anxiety avoidance group would score lower than 
the previous two groups.
2. Tension reduction
It was hypothesised that the self mutilation and alcohol dependence groups would 
score at a high level, and that the avoidance group would score at a lower level 
for this variable.
3. Relief from negative mood
It was hypothesised that the self mutilation and alcohol dependence groups would 
score at a high level, and that the avoidance group would score at a lower level 
for this variable.
4. Outcome Expectancies
It was hypothesised that the self mutilation and the alcohol dependence groups 
would score at similar levels in terms of outcome expectancy. This would be 
especially true of seeing the behaviour in terms of a global, positive transforming
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agent, relaxation and tension reduction, and increased social assertiveness. It was 
hypothesised that the anxiety avoidance group would not be the same, scoring 
lower than the previous two groups on all scales.
5. Self Efficacv
It was hypothesised that the self mutilation and the alcohol dependence groups 
would score at similar high levels for all of the interpersonal and intrapersonal 
determinants of relapse that were measured. It was hypothesised that the anxiety 
avoidance group would score at lower levels for all of these determinants.
6. Dissociation
It was hypothesised that there would be a gradation of scores of dissociative 
experiences, such that the self mutilation group would score highest, then the 
alcohol dependence group, and finally the anxiety avoidance group would score at 
the lowest levels.
)  7. Antecedents and consequences
It was hypothesised that the interview would show that similar categories 
emerged for the antecedents and consequences of the self mutilation and alcohol 
dependence groups, although there would be differences for the anxiety avoidance 
group.
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METHODOLOGY
PARTICIPANTS
All participants were from the Oxfordshire Region, and in particular in contact 
with the Oxfordshire Mental Healthcare NHS Trust. They were recruited into the 
study via a number of sources. These were the Psychology Department at the 
Wameford Hospital, the Community Mental Health Teams in the Trust and the 
Community Drug and Alcohol Service.
For information giving demographic information about the participants, please see 
the Results section.
There were three groups of participants recruited to the study. These were:
1. People who self mutilate.
2. People who were dependent on alcohol.
3. People who avoided situations or objects as a result of anxiety.
The criteria for the groups will now be given in turn.
1. People who self mutilate
The definition of this behaviour has been given previously, and the sole intent of 
the act must not have been to end their life.
The inclusion criteria were:
a. Aged between 16 and 65 years.
b. To have self mutilated in the last 3 months.
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The exclusion criteria were:
a. Ever have been dependent on alcohol in lifetime. This did not include episodes 
of binge drinking.
b. Ever avoided anything as a result of a phobic anxiety in lifetime. Please see the 
definition of phobic anxiety later.
2. People who were dependent on alcohol
The definition of alcohol dependence was that given in the ICD 10, as previously 
presented. The Leeds Dependency Questionnaire was presented to participants to 
screen for dependence (please see later).
The inclusion criteria were:
a. Aged between 16 and 65 years.
b. Shown dependence on alcohol in the last 3 months.
The exclusion criteria were:
a. Ever self mutilated during their lifetime.
b. Ever avoided anything as a result of a phobic anxiety in lifetime.
3. People who avoid as a result o f a phobic a n xie ty  
The defimtion of phobic avoidance was:
“avoidance as a result of intense fear about a situation or object which interferes 
with the persons normal routine, occupational functioning or social activities or 
relationships” (APA 1994).
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The inclusion criteria were:
a. Aged 16 to 65 years.
b. Avoided something in the last 3 months, as per the definition above.
The exclusion criteria were:
a. Ever self mutilated in lifetime.
b. Ever having been dependent on alcohol in their lifetime.
PROCEDURE
Oxfordshire Regional Psychiatric Research Ethics Committee and University of 
Surrey Advisory Committee on Ethics was obtained for this study in February. 
The data collection period was 6 months.
The procedure for recruiting participants was as follows. The potential participant 
was approached by a member of the Mental Health Services, and given an 
information sheet (Appendix 1). Afl;er having given the potential participant some 
time to consider whether they wished to participate, they were then asked to make 
a decision about participation. If the individual agreed, then their name was given 
to the investigator. At this point, GP consent was requested (Appendix 2).
Further, the Senior Clinician’s consent was also requested. The Senior Clinician 
was either a Consultant Psychologist, a Consultant Psychiatrist or the Head of the 
Service. After 2 weeks, during which the participant could consider fiirther their 
views about participation, they were invited for an interview.
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At the interview, further questions were answered, a consent form was completed 
(it already had the Senior Clinicians signature - Appendix 3). The semi structured 
interview and questionnaires were then completed, and the client was debriefed 
and asked whether they would like information about the results of the study. 
During the interview and questionnaires, careful attention was paid to the distress 
of the participant, and their levels of distress were monitored. A letter regarding 
the results was sent on completion of the study, if the participant had requested 
this previously (Appendix 4).
DESIGN
The study was a between subjects design. Three groups were compared on self 
report questionnaires, and a semi structured interview.
While it was hoped that between 10 and 25 participants would be available in each 
of the groups, it was anticipated that fewer would be available to interview. This 
)  is particularly as a consequence of the co morbidity of groups (especially self
mutilation and alcohol dependence) so that they would be excluded from the 
study. It is also due to the chaotic lifestyles and variable mood states of both those 
who self mutilate and those who are dependent on alcohol. This was expected to 
influence their agreement to participate in and their attendance at interviews.
As a consequence, of the above, the importance of learning about the process of 
research, and the preliminary nature of the study, it was decided to use a
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Multidimensional Scalogram Analysis as the main method of analysis. This is a 
way of categorising data that reveals the structure of the qualitative data. It 
enables an understanding of the relationships between variables which is presented 
in a visual format. It will be discussed at greater length in the Data Analysis 
section. A content analysis was carried out on the semi structured interview data, 
and will also be described in the Data Analysis section.
MEASURES
A. Matching Questionnaires
1. General Health Questionnaire (Avpendix 5)
A measure to detect psychiatric morbidity was required for the study. Originally 
this was considered to enable matching of groups that were diverse. It was 
considered likely that the groups would be different in terms of severity of 
symptomatology, as those who self mutilate would be more likely to cany a 
diagnosis of Borderline Personality Disorder, which is an Axis II disorder, 
compared with those of Anxiety or Substance Misuse which are Axis I disorders 
(APA 1994).
The GHQ - 28 (Goldberg and Hillier 1979) was used in the study. This is a self 
administered screening questionnaire for detecting diagnosable psychiatric 
disorder. It is reported to detect two types of phenomena. Firstly, the appearance 
of new symptoms that are distressing for the individual, and secondly, the inability 
of the individual to carry out normal healthy functions. The GHQ - 28 is a scaled
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form of the original GHQ - 60. It was derived using factor analytic methods, and 
has 4 scales, as well as being able to provide a total score. The scales are:
A Somatic Symptoms
B Anxiety and Insomnia
C Social Dysfunction
D Severe Depression.
These factors were found to account for 53% of the variance in a sample of 552 
GP Practice attenders in Croydon, and 58% of the variance in a sample o f4247 
attenders at GP Practices in Manchester. Others (e.g. Weyerer, Elton and Fichter 
1986) have found similar subscale structure of the GHQ 28.
The validity of the scale was measured against psychiatrist ratings using the 
Clinical Interview Schedule (CIS, Goldberg et al 1970). The rating for somatic 
symptoms was found to correlate most highly with the A scale (0.32). However, 
the A scale also correlates highly with affective disturbance at interview (0.55). 
The rating for morbid anxiety by the psychiatrist was correlated 0.7 with the B 
)  scale. Despondency and depression were correlated 0.56 with the D scale of
“severe depression”. Social dysfunction was most highly correlated with 
psychiatrists severity rating (0.56).
The GHQ 28 has been found to be correlated with the Present State Examination 
of between 0.67 and 0.83 (Rabins and Brook 1981), and with the CIS of 0.76 
(Goldberg and Hillier 1979). Sensitivity is the number of true positives as a 
proportion of number of cases, and specificity is the number of true negatives as a
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proportion of the number of cases. The sensitivity of the questionnaire has been 
found to vary between 44% and 100%, and its specificity between 74% and 93% 
(Goldberg & Williams 1988).
The scoring in this study took the 0-1- 2- 3 form. It is suggested that there are 
marginal advantages of scoring the GHQ 28 in this way as it has dimensions of 
difiBculty, as well as being used for case identification. Whilst a threshold total 
score is used to measure whether the individual is a psychiatric “case” in some 
studies, this study took a dimensional approach, such that the total score was seen 
as a measure of severity. It was assumed that as all participants were seeking 
treatment for their difiBculties they would be considered a case. This is consistent 
with the User’s Guide (Goldberg & Williams 1988).
2, Leeds Devendencv Questionnaire (Avvendix 6 & 7)
A fiirther measure was required in order to ascertain whether participants had or 
had not been dependent on alcohol, depending on the group that they were in.
Thus, those in the Alcohol Misuse group were required to have been dependent 
on alcohol in the last 3 months (Appendix 6), and those in the Self Mutilation and 
Avoidance groups must never have been dependent on alcohol in their lifetime 
(Appendix 7).
The Leeds Dependency Questionnaire (LDQ, Raistrick, Bradshaw, Tober,
Weiner, Allison and Healey 1994) was used in this study. This questionnaire is a 
measure of alcohol dependence that is described in purely psychological terms. It
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therefore departs from the notion of a dependence syndrome that includes to a 
large extent the phenomena of tolerance and withdrawal from the physiological 
effects of the drug. It takes the ICD -10 (WHO 1992) definition of alcohol 
dependence, which is similar to that of DSMIV (see previous discussion).
The questionnaire has 10 items, that were derived from interviews with patients.
Each item is a marker for substance dependence. The 10 markers are:
1. Preoccupation with thoughts about the substance.
2. Salience. The primacy of activities that are involved with the acquisition and 
use of the substance, despite their harmful effects.
3. Compulsion to start use of the substance, and failure or desire to cut down its 
use.
4. Planning for the use. The day is organised around the acquisition and use of 
the substance.
5. Maximising of the desired effects of the substance.
6. Narrowing o f the repertoire, such that the substance is taken at the same times 
in the same way, irrespective of social constraints.
7. Compulsion to continue that manifests itself in the perceived sense of being 
unable to stop.
8. Primacy o f effect. Thus the importance of achieving an effect, whatever is used 
or the circumstances of the use. This may be either in response to physiological 
changes in the body, or associated withdrawal symptoms.
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9. Constancy o f state. The importance for the user to maintain a constant state of 
intoxication.
10. The cognitive set o î the user that the use of the substance is central to the 
persons existence.
The concurrent validity of the questionnaire was measured against the Severity of 
Alcohol Dependence Questionnaire (SADQ, Stockwell et al 1979) and the 
correlation was found to be 0.51 (Raistrick et al 1994). They also showed that the 
mean scores of the LDQ differed depending on the group of people that it was 
presented to. Thus the highest scores were found in the Addictions Unit attenders, 
and the lowest scores in the GP attenders. The reliability coefficient for the LDQ 
was 0.94. In a factor analysis, a single factor was found and accounted for 64.2% 
of the variance. The test - retest reliability for between 2 and 5 days was found to 
be 0.95.
The questionnaire was originally designed to be answered about the last week.
However, in order to co ordinate with the criteria for this study, there were 2 
changes to the instructions. For those in the Alcohol Misuse group, the 
instructions were for the last 3 months, and for the other 2 groups, the 
instructions were for “during your lifetime”.
The scale is scored using a 0-1-2-3 scale, representing “never”, “sometimes”,
“often” and “nearly always”.
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3. Personal Questionnaire (Appendix 8)
This questionnaire was designed to gather demographic data about the 
participants. Thus, age, sex, socio economic class and years education were 
requested. The socio economic class was measured using the Standard 
Occupational Classification system (OPCS 1990). This system has 9 groups into 
which occupations are placed, as follows:
1. Managers and administrators
2. Professional occupations
^ 3. Associate professional and technical occupations
4. Clerical and secretarial occupations
5. Craft and related occupations
6. Personal and protective service occupations
7. Sales occupations
8. Plant and machine operatives
9. Other occupations.
The years education was measured since the age of 11 years. There were self 
)  report questions about self mutilation, avoidance as a result of a fear, and
dependence on alcohol. The number of times a participant had self mutilated was 
asked. This follows Dulit et al (1994) so that it can be ascertained whether those 
who self mutilate do so in a repetitive manner.
B. Study Questionnaires
The following questionnaires are measures of the model of Relapse that is 
presented previously. General instruction was presented to the three different
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groups that defined the particular behaviour of interest that was being asked about 
for the participant. Please see Appendices 9, 10 and 11 for these instructions.
4, Alcohol Urses Questionnaire (Avvendix 12)
The Alcohol Urge questionnaire (Bohn et al 1995) was developed as previously 
this concept was measured using only one or two face valid items, of unknown 
psychometric properties. This questionnaire was developed from 50 statements 
derived from the literature about urges. The 6 domains of the statements were:
1. desire to drink
2. intention to drink
3. anticipation of positive physical or emotional effect from drinking
4. anticipation of relief from alcohol withdrawal symptoms or other physical 
distress
5. anticipation that the respondent will be unable to avoid drinking if alcohol is 
available
)  6. anticipation that alcohol will relieve unpleasant affect.
This was reduced to 8 items in an exploratory factor analysis, using those items 
that loaded on a single factor of greater than 0.7. Thus the scale used contains 4 
items of a desire for a drink, 2 items of the expectation of positive affect, and 2 
items fi’om the compulsion to drink if it were presented.
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The internal reliability of the questionnaire was found to be 0.91, and the test - 
retest reliability after one week of 0.82. The concurrent validity of the 
questionnaire was measured against an unpublished questionnaire of obsessive 
thoughts about alcohol. The correlation was 0.42, showing a significant finding.
Higher AUQ scores were related to alcohol dependence severity, greater 
preoccupation with alcohol, and shorter duration of abstinence.
The 8 item scale is a series of statements that are scored using a 7 point scale 
 ^ between “strongly disagree” and “strongly agree”.
A number of changes were made to the scale in order for all 3 groups to be able 
to respond appropriately to the statements, when thinking about their own 
behaviour (self mutilation, alcohol use or avoidance). The instructions were 
changed so that it was clear that a problem behaviour was involved, rather than 
alcohol or drinking, and rather than the instructions requesting the participant to 
think about how they feel “right now”, the participants were asked to think about 
)  the last time in the last 3 months that they felt like performing the behaviour. The
words “perform this behaviour” were also substituted into the scale in place of 
words such as “having a drink”. The reliability of this will be given in the Results 
section.
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5. Visual Analoffue Scales for urses and beliefs about the effects o f the 
hehaviour (Avvendix IS)
Visual analogue scales have been found to be advantageous in the assessment of 
psychiatric problems, particularly for the assessment of affective or subjective 
states (e.g. Kirk 1989). They have been shown to be adequately valid and reliable 
(for example, in the measurement of depression, Feinberg et al 1981, cited in 
McCormack et al 1988). Many studies have used VAS’s for a between subjects 
design, and the inter rater reliability that has been shown in these studies implies 
that different respondents are able to assess the same subjective state at similar 
points on the dimension (McCormack et al 1988).
Three visual analogue scales of 10 cm in length were presented to participants.
These had anchors of 0% and 100%. Both extremes were also described by 
several words, depending on the scale. This follows advice by McCormack et al 
(1988).
)  The scales were for:
1. a single measure of urges to perform the behaviour
2. a measure of the perceived tension reducing effects of the behaviour
3. a measure of the perceived relief from a negative mood that the behaviour 
would have.
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6, Alcohol Expectancy Questionnaire (Avvendix 14)
This questionnaire was developed by Brown et al (1980). It is reported to be the 
most used measure of expectancies about alcohol (Leigh 1989). It is a measure of 
expectancies of social drinkers, although it has been used in studies of heavy 
drinkers (Brown 1985a) and abusive drinkers (Brown 1985b).
The questionnaire used in this study was based on that described by George et al 
(1995). This is a 40 item version of the original 90 item questionnaire. It is 
described as more efficient than the 90 item questionnaire, and it also looks at 
negative expectancies as well as positive ones. George et al (1995) describe a 
second difference to the original questionnaire where a 6 point scale is used so 
that the strength of endorsement of an item can be measured, instead of only an 
agree / disagree format. The original instructions were used, rather than those of 
Rosenhow (1983).
The original questionnaire was based on 6 factors about the expected effects of 
)  alcohol, that were found in factor analysis. These were:
1. Global positive transforming agent
2. Enhancing social and physical pleasure
3. Enhancement of sexual experience and pleasure
4. Arousal, with facets of power and aggression
5. Increased social assertiveness
6. Relaxation / tension reduction.
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The added two factors were those of cognitive and physical impairment, and 
careless unconcern. In a factor analysis of the questionnaire, George et al (1995) 
found that all items loaded significantly on their hypothesised factors. The 
subscales were, however, intercorrelated (r = 0.78). They felt that there was 
greater intercorrelation within the positive subscales and within the negative ones 
(0.81 and 0.92) than between the classes of subscale themselves (0.61). The alpha 
coeflScients, describing the internal consistency of the subscales was between 0.83 
and 0.93. Other, (EQttner 1995) have found the internal consistency of the tension 
reduction subscale to be 0.84.
The predictive validity of the questionnaire has been little measured. Corcorran 
and Parker (1991) found that the tension reduction subscale did not predict 
drinking after a stressful task in the laboratory with a student population. 
However, theoretically the expectations of alcohol are very important in 
predicting the occurrence of behaviour, as described previously.
A further questionnaire that was used was that of the Outcome Expectancy Scale 
(Solomon and Annis 1989). The questionnaire is related to how the respondent 
will think if they change their behaviour. There is rating for the valence of the 
belief (how much they would like it if the consequence occurred), and the strength 
of their belief (how much they agree or disagree that this would occur). Two 
factors were found on the scale, a cost and a benefits factor. The test - retest 
reliability (over 4 weeks of a treatment programme) for the cost scale was 0.41
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and for benefits was 0.48. It was found that there was a weak but significant 
relationship with a measure of self efficacy (Situational Confidence Questionnaire, 
Annis and Graham 1988). However, a non significant relationship was found with 
a measure of alcohol dependence (Alcohol Dependency Scale, Skinner and Horn 
1984).
The questionnaire that was used in the study will now be described. The format of 
the instructions and questions were as described by George et al (1995). Where 
 ^ the word “alcohol” and “drinking” was used, then “performing this behaviouf ’
was used to replace it in order to allow all three groups to respond.
From the Alcohol Expectancy Questionnaire, five of the 8 subscales were used.
Three were taken out. These were those of Social and Physical Pleasure, Sexual 
Enhancement, and Careless Unconcern. These were removed through ethical 
considerations about what would be distressing for participants who would either 
find that the questions did not make sense to them, or, particularly, that they 
)  would find them insulting. Specifically, there is a strong connection between those
who self mutilate and being a survivor of sexual abuse. The literature says that 
people tend to harm themselves in this way when they are very distressed, and 
thus the implication that it enhances their sexual pleasure would be expected to be 
distressing and harmful to participants. This is similar with the other 2 scales that 
were omitted. Thus this part of the questionnaire was comprised of the first 26 
items.
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A further 9 questions were added from the Outcome Expectancy Scale. These 
comprised 5 benefits and 4 costs. These were taken from the scale on the basis of 
the empirical literature, particularly about self mutilation. Thus they are related 
mainly to negative mood states (e.g. expect to be moody) or interpersonal 
expectations (e.g. expect it will be easier to express your feelings to others).
Again, no information about this new questionnaire is known, and results will be 
presented in a later section.
Z Situational Confidence Questionnaire {Avvendix 15)
This is a measure of self efiScacy that identifies high risk situations for alcohol 
relapse (Annis and Graham 1988). It relates to how well the respondent thinks 
they will cope in particular situations. It follows Marlatt and Gordon’s (1980) 
taxonomy of determinants of alcohol relapse. These are:
A. Intrapersonal Determinants
1. Negative emotional states
)  2. Negative physical states
3. Positive emotional states
4. Urges and temptations
5. Testing personal control
B. Interpersonal Determinants
6. Social pressure to drink
7. Interpersonal conflict
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8. Positive emotional states
Using exploratory and confirmatory factor analysis, the questionnaire was reduced 
to 39 items, and the 8 first order factors that emerged were;
1. unpleasant emotions/fiiistrations
2. physical discomfort
3. social problems at work 
) 4. social tension
5. pleasant emotions
6. positive social situations
7. urges and temptations
8. testing personal control.
The 3 second order factors were Negative Affect Situations (that include first
order factors nos 1 - 4), Positive Affect Situations (nos 5 and 6), and Urges and
)  Temptations (nos 7 and 8).
The mean score in 424 alcohol misusers admitted for treatment was 69.9 (sd.
22.7).
In order to ensure construct validity, the Situational Confidence Questionnaire 
(SCQ) subscores were correlated with measures of alcohol consumption (total 
quantity of drinks per day, typical frequency of drinking days and total quantity of
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alcohol consumed in a week). It was found that the correlation were low, but 
significant (0.01 - 0.23).
Annis and Graham (1988) found that the correlations between outcome 
expectancies and self efficacy scores were low in a study of 100 alcoholic 
misusers. This is evidence for the independence of outcome expectancies and self 
efficacy, which is thought to be the case theoretically.
The SCQ has been found to discriminate effectively those who are dependent on 
alcohol currently, and those who have been abstinent for one year (Miller et al 
1989).
The SCQ when measured at assessment has been found to be a predictor of post 
treatment average consumption in number of drinking days, but not in the 
fi*equency of episodes (cf Annis & Graham 1988). Annis and Davis (1988) have 
found that the SCQ is able to predict situations of relapse where drinking will be 
)  heavy, but not those where there will be light quantities of alcohol consumed.
The internal reliability of the SCQ subscales range fi*om 0.81 (physical discomfort) 
to 0.97 (positive social situations). The reliability of the overall mean score was 
found to be 0.98.
The SCQ that is used in this study has excluded 3 of the 8 subscales. These are 
testing personal control and urges and temptations from the Intrapersonal
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determinants and Social pressure to drink from the Interpersonal determinants.
This is for three reasons; firstly, it would have been very difficult to change the 
wording of these items a small amount (e.g. I would pass a liquor store) and 
secondly as urges and temptations were previously asked about in the Alcohol 
Urge questionnaire. The third reason is, again, about the ethics and sense of 
asking people about harming themselves in order to test personal control, or, 
because of social pressure to drink. Thus the questionnaire that was presented to 
participants was 23 items. The scale was the same as the published questionnaire;
 ^ a scale of 0 to 100 in 20 percent intervals ranging from “not at all confident” to
“very confident”. No wording was changed in the items that were included in the 
questionnaire in this study, thus where appropriate, the scores of subjects will be 
compared with normative data for subscales later.
8. Dissociative Experiences Scale (DES) (Avpendix 16)
This scale is a measure of dissociative experiences that occur in the life of the 
respondent. Bernstein and Putnam (1986) developed the scale from interviews 
)  with clients and expert in the field. It covers disturbances of identity, memory,
awareness, and the cognitions and feelings about depersonalisation and 
derealisation. It specifically asks people not to consider when they are under the 
influence of alcohol or drugs.
The questionnaire consists of 28 items, that ask the respondent to draw on a 10 
cm long visual analogue scale the percentage particular dissociative experiences 
occur to them. It is scored by measuring to the nearest 5mm.
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Carlson et al (1991) showed that there were 5 factors from the questionnaire 
when it was factor analysed. These were amnestic dissociation, depersonalisation, 
derealisation, absorption and imaginative involvement. However, others (e.g. 
Carlson and Putnam 1988, cited in Dubester & Braun 1995) have found that there 
are 3 factors when the questionnaire is subjected to factor analysis. These are 
amnesia, depersonalisation - derealisation and absorption. Bernstein and Putnam 
(1986) found that the test - retest reliability for between 4 and 8 weeks was 0.84.
 ^ Frischolz et al (1990) found it to be even greater: 0.93 to 0.96 over 4 weeks in a
sample of people with dissociative disorder. In a meta analysis of 16 studies of 
the DES, van Ijzendoom and Schuengel (1996) found that the mean reliability 
score was 0.93. Bernstein and Putnam (1986) described the split half reliability to 
be between 0.71 and 0.96.
With respect to the validity of the DES in relation to other measures of 
dissociation, the overall correlation was 0.67. The measures used were both 
)  questionnaires and diagnostic interviews (van Ijzendoom and Schuengel 1996).
In terms of discriminant validity, they report that the DES did not differentiate 
between males and females. However, there is an expected effect for age, with 
younger respondents (adolescents) experiencing more dissociative phenomena 
than older people.
The DES is reported to have concurrent validity where it is able to differentiate 
respondents across diagnostic groups of dissociative phenomena. Thus, Bernstein
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and Putnam (1986) found that higher DES scores were related to a diagnosis of 
Dissociative Identity Disorder (DID). This has been replicated by others (e.g.
Frischolz et al 1990) where they found a discrimination between student and those 
with a psychiatric disorder, and those with DID and those with DDNOS 
(Dissociative Disorder Not Otherwise Specified). In the meta analysis, van 
Ijzendoom and Schuengel (1996) found a large effect size for the relationship 
between dissociative disorder and DES scores, and also for physical and sexual 
abuse and DES scores. Modest effect sizes were found for PTSD, and also 
hypnotisability. With respect to eating disorders, although a modest effect size 
was found with DES scores, in the study where a depression group was compared 
with those with eating disorders, no effect size was found.
In terms of the scores for different diagnostic groups, the highest ones were found 
in those with DID, and other dissociative disorders (35 +). This is followed by 
those who have traumatic histories and who have PTSD (approx. 30). Much 
lower scores were found in those who have affective and anxiety disorders (10 - 
20). Bemstein and Putnam (1986) found in their sample of people with different 
disorders that the median score for DID was 58, for phobic anxiety was 18 and 
for alcoholics was 13.
C. Semi Structured Interview ('Avvendix 17)
A short semistmctured interview was given to the participants. This asked them 
about the last time that they “performed the behaviour”. It requested information 
about the antecedents, behaviour and consequences of the behaviour. The 
questions were largely taken from Marlatt and Gordon (1980) where they discuss
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the determinants of relapse. They divide the relapse into situational features and 
emotional and cognitive ones, and look at the antecedents and consequences of 
the relapse.
DATA ANALYSIS
The demographic data was analysed using SPSS - X for Windows. The 
Multidimensional Scalogram Analysis was performed using MS DOS, and the MS 
DOS data editor.
Multidimensional Scalosram Analysis (MSA)
This is a non metric form of multidimensional scaling techniques. It is able to be 
used for testing hypotheses (Canter et al 1985), and can be used with quantitative 
data that is partially ordered, as well as qualitative data (Wilson and Canter 1995).
The technique uses an open ended technique that combines the variables used 
with the profiles of the participants. This means that the different facets of the 
data are collated, but it does not reduce the data to associations as with 
quantitative techniques. The individual profiles of the participants are therefore 
preserved, rather than working with the means of the groups. Canter et al (1985) 
describe how the “conceptual systems” of different groups can be compared using 
this technique.
The analysis provides an overall plot which allows the relationship between each 
variable, and the individuals to be represented in a visual two dimensional space.
Further item plots are provided for each variable that is placed into the analysis.
These item plots keep the same configuration as the overall plot, as the
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configuration is coded according to participant number. These plots allow an 
analysis of how each variable has contributed to the overall plot, by looking at the 
partitions of each region. These plots can then be superimposed on one another to 
look at which variables are most significant in the final outcome.
Procedure for the Content Analysis
A thematic content analysis was carried out on the notes fi’om the semi structured 
interview. Three of the questions were used in the analysis. These were numbers 
)  12, 13 and 15 (a) and (b). Question 15 was collapsed into one analysis as it was
difficult to distinguish between the two parts to the question. All of the three 
groups responses were used in one analysis, as the number of units of analysis 
would have been very low otherwise.
The procedure follows that of Mill ward (1995). The universe of material used 
were the notes of the author taken during the interview. The units of analysis were 
highlighted quotes fi"om the notes taken. Themes were derived fi-om these quotes 
and placed into a coding fi-ame. This was a set of categories for each of the three 
questions, which were exhaustive and exclusive. The categories were derived 
fi-om the material, rather than a theoretical perspective. However, as the author 
has a knowledge of the hypotheses used in the study, and the theoretical 
knowledge that has permitted their generation, it cannot be truly stated that no 
assumptions, either theoretical or clinical, went into the generation of the 
categories. An attempt was made, however, to look purely at the quote rather 
than the clinical or theoretical interpretation of it.
)
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RESULTS
The features of the participants will be first discussed, followed by the results 
fi-om each of the questionnaires presented to participants. These results are mainly 
in the form of mean scores as no quantitative data analysis was performed on the 
data due to the low numbers of participants. The Multidimensional Scalogram 
Analysis will then be presented. The content analysis of the semi structured 
interview will finally be given.
PARTICIPANTS
Eleven participants were interviewed in the study.
Self mutilation group
Eight participants were identified by health professionals as willing to participate 
in the research. Four of these participants attended for interview and are included 
in the analysis. A further eight potential participants were identified by health 
professionals, although they either were in crisis (for example, in an inpatient unit, 
in a women’s refuge, or too distressed to talk about their behaviour), or, they 
were known to have a co morbid alcohol dependence problem. As a result they 
were unable to be interviewed.
Three out of four of the participants were female, and one male.
All four of the participants self reported avoidance as a result of an intense fear, 
and one participant also scored at a high level on the Leeds dependency 
questionnaire.
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Alcohol dependence group
Nine participants were identified by health professionals as willing to participate in 
the research. However, only two of these attended for interview and their data 
was used in the analysis. Reasons for this were considered to be associated with 
the chaotic lifestyles of those with addictions, and a lack of engagement in 
services.
Both of these participants were female.
No CO morbidity of problems was self reported by these participants.
Avoidance group
Nine participants were identified to participate in the research, and five of these 
attended for interview and were therefore included in the analysis.
Four out of five of these participants were female, and the other male.
One of the participants self reported a minor form of self mutilation eight years 
previously.
DESCRIPTIVE ANALYSIS
It was recognised that no statistical tests could be applied to such data, due to the 
low numbers, but it was considered important to consider the group mean scores, 
to enable a further examination of the hypotheses. Tables showing all of the 
individual participants scores can be found in the Appendices, when cited in the 
text. Only tables showing the individual participant scores are presented for two
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of the variables (SCQ and DES), as the standard deviations were found to be so 
large.
Demosravhic Variables
The table below shows the mean scores for other demographic variables that were 
reported by participants. Please see Appendix 18 for the individual scores.
Table 1. Mean scores for three demographic variables, bv group.
Name of 
variable
Self 
Mutilation 
group (s.d)
Alcohol 
dependence 
group (s.d.)
Avoidance 
group (s.d.)
All groups 
(s.d.)
Age (years) 33.8(11.6) 48.5(7.8) 41.4(17.6) 39.9 (14.2)
Standard
Occupational
classification
4.0 (1.8) 5.0 (5.7) 3.0 (2.0) 3.7 (2.5)
Education
(years)
9.3 (1.5) 7.0 (4.2) 8.0 (3.5) 8.3 (2.8)
From Table 1, therefore, there are some differences in age between the groups, 
although the Standard Occupational classification and the number of years 
education after age 11 are both similar in number. There was a large standard 
deviation in the ages of participants for all groups, particularly of the avoidance 
group. A large standard deviation was also seen for the standard occupation class 
of the alcohol dependence group. From the previous section, broadly equal 
proportions of females to males were found in the groups, and particularly in the 
self mutilation and avoidance group.
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General Health Questionnaire
Please see Appendix 19 for the table of individual scores.
Table 2. Mean scores for the GHQ bv group membership.
Name of Sc^e Self mutilation 
group (s.d)
Alcohol 
dependence 
group (s.d.)
Avoidance 
group (s.d.)
All groups 
(s.d)
A: Somatic 
symptoms
16.0(4.4) 5.0 (1.4) 10.2 (4.0) 10.9 (5.3)
B: Anxiety & 
Insomnia
16.3 (3.8) 6.0 (1.4) 11.6(6.0) 12.3 (5.8)
C: Social 
dysfunction
15.5 (8.0) 4.5 (3.5) 11.2(4.9) 11.6(6.8)
D: Severe 
depression
15.3 (9.5) 65(2.1) 7.0 (5.7) 9.9 (7.7)
Total score 73.0 (9.6) 22.0(1.4) 40.0(18.8) 46.3 (23.8)
The self mutilation group scored more highly than the avoidance group, who, in 
turn, scored more highly than the alcohol dependence group for all subscales of 
the GHQ. The total score differences between the groups were large; between the 
self mutilation and avoidance group there were 33 points, and between the 
avoidance and the alcohol dependence group there were 18 points.
Leeds Devendencv Questionnaire
Please see Appendix 20 for the table of individual scores.
The self mutilation group scores were between 0 and 18 for this scale. The scores 
for the alcohol dependence group were 18 and 20, thus one of the participants 
who was interviewed about self mutilation scored as highly on the questionnaire
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as one of the alcohol dependence participants. The avoidance group scores were 
between 0 and 3. The score of 20 is equivalent to severe dependence. The 
problem of co morbidity will be discussed later.
Visual Analosue Scales
Please see Appendix 21 for the table of individual scores.
Table 3. Mean scores for each scale bv group.
Name of scale Self mutilation 
group (s.d.)
Alcohol 
dependence 
group (s.d.)
Avoidance 
group (s.d.)
All groups 
(s.d.)
1: Urge 8.8 (0.7) 9.3 (1.1) 7.0 (3.3) 8.1 (2.4)
2: reduce 
tension
8.4 (1.6) 7.5 (3.6) 5.5 (3.8) 7.0 (3.1)
3: relief from 
negative 
mood
8.9 (0.5) 9.0 (1.4) 2.2 (3.1) 5.9 (4.1)
With respect to the first scale, all groups scored at a similar level. The second 
scale shows that the self mutilation and alcohol dependence groups score at a 
similar level, although the avoidance group scores at a lower level. The third scale 
results again, show that the self mutilation and alcohol dependence groups score 
at similar high levels, although the avoidance group scores at a much lower level. 
So, hypothesis 1. (urges) is not supported from these results. However, 
hypotheses 2. and 3. can be supported from this.
Alcohol Urses Questionnaire
Please see Appendix 22 for the table of individual scores.
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Table 4. Mean scores for questionnaire bv group.
Name of Scale Self mutilation 
group (s.d.)
Alcohol 
dependence 
group (s.d.)
Avoidance 
group (s-d.)
All groups 
(s.d.)
AUQ 36.7 (3.4) 42.0 (19.8) 26.2 (10.5) 32.9 (11.5)
Therefore from the above table it can be seen that the alcohol dependence group 
scored slightly higher than the self mutilation group for urges to perform the 
behaviour, and the avoidance group scored at a lower level. So, in this test of 
hypothesis 1., there is evidence of support; there are similarities between self 
mutilation and alcohol dependence and a difference with avoidance behaviour.
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Alcohol Expectancy Questionnaire
Please see Appendix 23 for the table of individual scores.
Table 5. Reliabilitv statistic and mean scores for the questionnaire subscales bv 
group
Name of scale Reliability
statistic
{Cronbac
h’s a )
Self 
mutilation, 
group (s.d.)
Alcohol 
dependence 
group (s.d.)
Avoidance 
group (s.d.)
All groups 
(s.d.)
Social
expressiveness
0.75 15.3 (5.5) 20.0 (7.1) 8.6 (3.4) 12.9 (6.4)
Power & 
aggression
0.74 14.3 (5.0) 19.0(12.7) 9.6 (5.7) 13.0(7.1)
Global
Positive
0.80 19.0 (5.9) 22.0 (4.3) 8.0 (4.5) 14.5 (7.8)
Tension 
reduction & 
relaxation
0.83 17.5 (7.0) 30.0 (0.0) 13.0(5.6) 17.7 (8.4)
Cognitive & 
Physical 
impairment
0.83 18.5 (4.8) 27.0 (0.0) 14.0 (9.0) 18.9(7.4)
Costs 0.76 14.5 (4.6) 17.0 (8.5) 15.4 (7.5) 15.4(6.1)
Benefits 0.76 16.0 (5.5) 18.0 (8.5) 9.0 (5.4) 13.1 (6.7)
Therefore, the alcohol dependence group scored highest on all scales compared to 
the self mutilation and the avoidance group. Generally the self mutilation group 
scored at slightly higher levels than the avoidance group, although this pattern 
was reversed for the costs scale, where the avoidance group scored at a slightly 
higher level than the self mutilation group. Specific to the hypothesis 4., global 
positive expectancies show a link can be confirmed. However, social
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expressiveness and tension reduction and relaxation show the same pattern of 
alcohol dependence being higher than self mutilation which is higher than 
avoidance behaviour. Thus these parts to the hypothesis cannot be supported.
All of the subscales had high internal consistency, the alpha statistic being over
0.7.
Situational Confidence Questionnaire
Norms are provided for the subscales of this questionnaire. Mean scores are 
compared with a percentile rank. Each participants scores will be taken in turn, as 
a further reduction from an individual mean score to a group mean score was not 
appropriate.
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Table 6. Table to show the mean SCO scores and percentile rank for each 
participant.
)
Note: SM = Member of the self mutilation group
AL = Member of the alcohol dependence group 
A = Member of the avoidance group 
Raw scores are placed first, and percentile scores in brackets.
Within each group there was little agreement of self efficacy to not perform the
behaviour. For example, for social problems at work, the range of percentile
%
scores for the self mutilation group was 3 to 100. Large ranges can be seen for 
most groups with most of the subscales. However, there are some subscales that 
show less of a range. For example, the self mutilation group shows a raw score 
range of just 9 points in the Pleasant emotions subscale, although the percentile 
equivalent shows that this is a range between the 54th and 100th percentile. 
Within the alcohol dependence group the range of 7 points for the pleasant
Namectf
scale
SM 
no. I
SM
00.2
SM 
no, 3
SM 
ao. 4
AL
no.
5
AL 
no. 6
A
no.7
A 
no. 8
A 
no. 9
A no. 
10
: A 
no 
11
Unpleas
ant
emotions
35
(18)
3
(1)
33
(15)
88
(70)
18
(7)
35
(18)
20
(9)
0(1) 68
(50)
30
(13)
43
(27)
Physical
discom.
65
(25)
55
(17)
40
(9)
100
(100)
70
(31)
35
(6)
20
(2)
0(1) 70
(31)
15(2) 25
(3)
Pleasant
emotions
93
(54)
93
(54)
93
(54)
100
(100)
80
(44)
87
(44)
40
(14)
7(1) 47
(14)
13(3) 80
(44)
Social
tension
4
(1)
4
(1)
52
(18)
80
(58)
28
(7)
72
(44)
20
(4)
0(1) 64
(39)
24(6) 20
(4)
Social
prob.
work
7
(3)
0
(3)
47
(16)
100
(100)
7(3) 67
(34)
20
(7)
0(3) 60
(34)
0(3) 47
(16)
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emotions subscale is equivalent to the same percentile rank. It is not considered 
possible to make a judgement about the hypothesis associated with self efficacy 
(5) form the data that is presented here. However, further comments will be made 
later in the discussion in relation to the MSA plots.
Table 7. Table to show the reliabilitv statistic of the subscales of the SCO
Name of subscale EefiabSity statistic 
(Cronbach's alpha)
Unpleasant emotions/ frustrations 0.92
Physical discomfort 0.82
Pleasant emotions 0.96
Social tension 0.92
Social problems at work 0.83
Therefore the subscales of the SCQ all have very good internal consistency, the 
alpha statistic being over 0.8.
Dissociative Experiences Scale
Table 8. Table to show the total scores of the scale bv participant
Name
of
scale
SM
no.l
SM
no.2
SM
no.3
SM
no.4
AL 
no, 5
AL
no,^
A 
no, 7
A
no.S
A
no.9
A 
no, 10
A
n o J l
DES 87 169 58 11 11 101 46 5.5 11 218 135
Note: SM = Member of the self mutilation group
AL = Member of the alcohol dependence group 
A = Member of the avoidance group
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As can be seen from the above table 8., there is a wide variation in DES scores 
within the groups. No clear pattern emerges, except that some of the scores are 
very high (the maximum being 218) and some are veiy low (the minimum 5.5).
No gradation of scores can be seen and therefore the hypothesis (6) cannot be 
supported in this case.
MULTIDIMENSIONAL SCALOGRAM ANALYSIS
Please see the Data Analysis section previously for an explanation of the MSA.
The questionnaire scores were divided into categorical data (either 2 or 3 
categories), and placed in a data matrix. As the number of variables was restricted 
(in line with the number of participants), not all of the questionnaires were used.
Those sub scales of the SCQ and AEQ which showed an internal consistency of 
below 0.8 were removed from the analysis. The GHQ and LDQ were not put in 
as these were not relevant to the model of relapse that was proposed by Marlatt 
and Gordon (1980). The visual analogue scales were also removed; it was 
considered that multi item scales were more valid than single items. From this, ten 
scales were examined, and are presented below:
1. Alcohol Urges Questionnaire
2. AEQ - Global positive subscale
3. AEQ - Tension reduction subscale
4. AEQ - Cognitive and Physical impairment subscale
5. SCQ - Unpleasant emotions / frustrations subscale
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6. SCQ - Physical discomfort subscale
7. SCQ - Pleasant emotions subscale
8. SCQ - Social tension subscale
9. SCQ - Social problems at work subscale
10. Dissociative experiences scale.
From the data, however, it could be seen that three of the variables yielded data 
that did not show differences between the 11 profiles. Thus these scales were 
removed from the analysis. They were subscales of the SCQ (unpleasant 
emotions/ frustrations, physical discomfort and social problems at work ). A data 
matrix was formed using the final seven scales, and this can be seen in Appendix 
24. Following the running of the MSA programme, the plots were produced, and 
are discussed below.
Overall item vlot
Please see Figure 4 overleaf. This shows the profiles (participants) placed in 
relation to the variables in a visual space. A division is possible between the self 
mutilation and alcohol dependence group and the avoidance group. This shows 
that these two groups are more closely related than the avoidance group. The 
avoidance participant (11) who is close to the border of the region is the 
participant who self mutilated when younger. It can be seen that her profile is 
closer to those who self mutilate than those who avoid. Participant number 4 who 
self mutilates has been placed in a different space to the other 3 people who self
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mutilate. A similar pattern is also seen for participant number 10 who was in the 
avoidance group. The two members of the alcohol dependence group are 
relatively closely grouped together, and link the self mutilator group together.
This plot represents a broad verification of the hypotheses.
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Figure 4. Overall Multidimensional Scalogram Plot
Key: SM = Self Mutilation group
A = Avoidance group 
AL = Alcohol dependence group
10
SM
7 A
AL
9 AL
11
1 SM
 ^ SM
SM
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Item vlots
These plots show the contribution of each variable to the final overall plot. The 
category in which the score was placed is represented numerically (either 1, 2 or 
3, depending on whether there were 2 or 3 categories of the data). The minus 
signs indicate that the items were towards the edge of the region.
Urges: The Urges plot (Appendix 25) does not allow for any differentiation of 
groups. The plot cannot be divided easily into any groups by the numbers given. 
Therefore this variable is not thought to contribute to the overall analysis to any 
great extent.
Outcome Expectancies: With respect to the AEQ subscale plot, the global 
positive expectancy plot (see Appendix 26) was found to show a differentiation 
between the groups. This was similar to the division seen in the overall plot, such 
that the alcohol dependence group and the self mutilation group were divided 
fi-om the avoidance group. One exception was of participant number 1, whose 
score was more closely related to the avoidance group than the self mutilation 
group.
The plot shows that the self mutilation group and the alcohol dependence group 
expected more positive effects from their behaviour than the avoidance group.
This means that the hypothesis (4) can be supported.
The tension reduction subscale plot (see Appendix 27) shows a different division 
of the regions. This shows that broadly the self mutilation and alcohol dependence 
groups are associated on this subscale, although one avoidance participant also
295
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fits in this region.. The expected division cannot fully be made, as one participant 
vyho self mutilates (number 2) and one participant who avoids (number 6) cannot 
be placed in the expected region according to the division superimposed on the 
plot. This scales contribution to the overall plot’s distribution of profiles is 
broadly as expected. The plot shows that, broadly, those who self mutilate and 
those who are dependent on alcohol expect their behaviour will reduce tension, 
and those who avoid objects or situations do not expect that their behaviour will 
reduce their levels of tension to such a great extent. This means that hypothesis 
(4) can be supported to some extent.
The cognitive and physical impairment subscale item plot is again divided into two 
regions (see Appendix 28). Two participants (numbers 6 and 10) data is missing, 
and labelled as -3 on this plot. The division of the participants on this plot gives 
some contribution to the overall plot, although one avoidance participant and one 
self mutilating participant are not placed in the expected area for the hypotheses 
to be fully confirmed by this item plot. The plot shows that there is a broad 
distinction between those who self mutilate and those who are dependent on 
alcohol, and those who avoid situations or objects. Those who self mutilate and 
are dependent on alcohol expect more cognitive and physical impairments as a 
consequence of their behaviour compared to those who display avoidance 
behaviour.
Self Efficacy: The SCQ pleasant emotions subscale item plot (Appendix 29) 
shows a regional border that is similar to that of the overall plot. Only one 
participant (number 11) is included in the region of higher self efficacy, where, if
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the distinctions were according to the hypotheses, it would be in the lower self 
efficacy grouping. Thus this plot is very effective at explaining the grouping seen 
in the overall plot. The plot shows that there is a higher risk of relapse with 
participants who are experiencing positive emotions and are avoidant when 
compared to those who self mutilate and those who are dependent on alcohol.
Thus, the general hypothesis (5) can be supported here, as this subscale 
contributes to the overall plot.
 ^ The SCQ social tension subscale item plot (Appendix 30) shows a clear regional
border. However, the groupings of participants on this plot does not enable the 
hypotheses to be supported, and it cannot easily contribute to the regional 
division of the overall plot. It shows that there is a higher chance of relapse in 
most of those who self mutilate and avoid objects or situation when they 
experience social tension. However, those who are dependent on alcohol have 
higher self efficacy for refusal to drink in such situations.
Dissociation: This scale item plot (Appendix 31) shows a regional division of the
^  profiles, although it does not contribute to the division seen in the overall plot.
Thus lower dissociation is seen in participants who avoid (numbers 6 & 7), who 
self mutilate (number 4) and who are dependent on alcohol (number 8). There is 
one participant with missing data (number 10), and higher dissociation scores are 
seen in the other, mixed group of participants. This plot does not confirm the 
expected hypotheses, nor does it explain the groupings seen on the overall plot.
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Resional Analysis o f the item vlots
In order to find which item plots contribute most to the overall plot, and thus the 
distribution of the participants into the final groupings, the item plots are 
superimposed on one another. The degree of shading shows the degree of 
agreement with the overall distinction that was made.
The plot is shown overleaf in Figure 5. Three subscales were placed together to 
show that these contribute to the division of groups in a significant way. The 
division given by the AEQ tension reduction subscale permits a distinction 
between most of the avoidance participants and the other 2 groups, and when the 
SCQ pleasant emotions subscale is added to this, then all of the self mutilating 
group is included in the same region, which contributes to the overall plot. A 
similar distinction is provided by the global positive expectancy subscale.
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Figure 5. Overall plot showing the regional borders for three questionnaire 
subscales.
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■= Pleasant emotions self efficacy
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CONTENT ANALYSIS OF THE ANTECEDENTS AND 
CONSEOTIENCES OF THE BEHA VTOTTW
For question 12, 13 and 15, the categories and the limits of the analysis will then 
be discussed, along with the frequency of the occurrences. The inter rater 
reliability of the coding will also be presented.
For the other questions in the interview, frequencies will be presented. For detail 
of the procedure of this analysis, please see the data analysis section previously.
Question 12. “Briefly describe the important features o f the situation which led 
you to perform the behaviour”
From the quotes in the analysis, five categories emerged. These will be considered 
in turn.
Physiological sensations Two quotes indicated that physiological sensations 
were one area that triggered the behaviour. For example “felt sick looking at it 
and left the room” was one example. The second unit was “not quite palpitations, 
more edgy”.
Isolation The only unit of analysis in this category was that of “not everyone 
realises”. This indicated that a sense of other people not knowing was important 
as an antecedent to the behaviour.
Lack o f solution or escape This category contained four units of analysis. The 
units were either associated with the lack of specific escape routes (e.g. “no 
lavatory to run and hide”, or more general issues associated with absence of
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solutions. An example of this was “work - can’t go back to old job and can’t take 
new one either, so what can I do?”.
Habit This category was descriptive of the units of analysis. Two quotes were 
used to derive this category. These were “habit”, and “drinking for the sake of it”.
Enforcement on self o f somethins negative This category emerged from three 
quotes that were more varied in what their focus was than other categories. For 
example, “someone irritated me” is an imposition on the self by another agent, and 
“had to have a go at myself, I had to punish myself’ is showing that the self was 
the agent for something malignant to occur.
Inter rater reliability The inter rater reliability was assessed using Cohen’s Kappa. 
The K statistic was found to be 0.69, showing a good agreement (Robson 1993).
Frequency o f Occurrences
Table 9. The frequencv of the quotes divided into categories for each group.
Name of 
category
Sdfmatfiation
group
Alcohol
dependence
group
Avoidance
group
All groups- 
total
Physiological
sensations
0 0 2 2
Isolation 0 0 1 1
Lack of soln/ 
escape
2 0 2 4
Habit 0 2 0 2
Enforcement 
of negative
3 0 0 3
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Therefore, all of the categories were generally specific only to one of the groups 
used in the study. However, the lack of solution or escape category was common 
to both the self mutilation and avoidance group. This does not provide evidence 
that Hypothesis no. 7 (antecedents and consequences) can be confirmed.
Question 13. “Briefly describe am  inner thou2hts or emotional feelines that 
trissered this behaviour”
From the 33 quotes used in this analysis, 13 categories emerged. From 7 the 13 
categories, a further 3 higher order categories emerged. They will be discussed 
below.
Higher order category: Desire for escape
Escape or way out An example of the three quotes from which this category 
emerged is “want to get into an oblivious state”.
Sense o f entrapment This category described the two quotes that were involved 
with feeling trapped. An example of this is “feeling trapped when caring for 
disabled people”.
Higher order category: Issue o f control
Attempt at control This was related to the single quote, “trying to keep in 
control”.
Having a sense o f lack o f control This interpretation was given to 4 quotes.
Examples of these are “no safety valve” and “overwhelming - bursts through my
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head”. The quotes were either a sense of something or an image that encapsulated 
a lack of control (e.g. “picture - me going berserk”).
Hisher order category: Trissers and consequences o f anxiety
Hgyingfears Four quotes were placed in this category. Examples are “fear about 
what the future holds and “worried if I look too long the image will stay in my 
head and I don’t want it to”.
S c ^  The single item that was given the category of safety was “like [a little girl] 
holding on to mum’s hand and doesn’t want to let go”. The interpretation of this 
was that the image and sensation was associated with anxiety.
Remoyal o f anxiety Again, a single quote was used in this category. This was 
drink breaks down the tension - all swims away”. This gives the idea that anxiety 
gradually reduces after the intake of alcohol, thus providing a clear trigger for 
misusing it.
The next categories were not placed into higher order categories.
Anger and Hatred This category described the quotes that all included a specific 
reference to anger or hatred. For example “I hate myself’.
Addiction A single quote used this category to describe an antecedent for the 
behaviour as “addicted to it”.
Sense and symptoms o f depression This category emerged from 9 of the units of 
analysis. A number of quotes described a depressed mood, for example “very low 
because she suggested [I was] no good at what I was doing”. Others were related
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to the low mood but expressed it in a slightly different way, for example, “felt 
hollow”. It was considered that this was so linked with depression, however, that 
it could not be separated from the original category of depression. The two final 
quotes had an interpretation placed on them such that it was considered that they 
were related to depression. They were associated with lack of social networks. An 
example of this is “[ ] and boredom as well - no social life”.
Better choice The single item that looks at this category is “Fd rather do this than 
binge”.
Inability to think A single item, again, allowed this category to emerge. This was 
“can’t get emotions or thoughts together”.
Not being willing Two quotes fitted into this category. An example is “ I have to 
make a positive decision and I don’t want to”.
Inter rater reliabilitv Cohen’s Kappa was used to find the inter rater reliability of 
the categories, and this was found to be 0.89. This is described by Robson (1993) 
as “excellent”.
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Frequencv o f Occurrences
Table 10. Showing the frequency of quotes ordered bv category for each group.
Name of 
category
Self
Mutilation
group
Alcohol
dependence
group
Avoidance
group
All groups - 
total
Escape or way 
out
0 3 0 3
Sense of 
entrapment
0 1 1 2
Attempt at 
control
1 0 0 1
Having sense 
of lack of 
control
0 0 4 4
Having fears 2 0 2 4
Safety 0 0 1 1
Removal of 
anxiety
0 1 0 1
Anger & 
hatred
2 0 1 3
Addiction 0 1 0 1
Depression 3 3 3 9
Better choice 1 0 0 1
Inability to 
think
0 0 1 1
Not being 
willing
0 0 2 2
Nine of the 13 categories are exclusive to any one of the three groups. However, 
some of the other categories are shared between groups. Two of the categories
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(Having fears and anger & hatred) are shared between the self mutilation group 
and avoidance group. One category is shared between the alcohol dependence 
group and the avoidance group, and the depression category is shared between all 
3 groups. No categoiy is exclusively shared between the self mutilation and 
alcohol dependence group. This means that the hypothesis no 7 (antecedents and 
consequences) cannot be supported.
Question 15, What havvened afterwards (a) in the situation/w ith other peovle 
& (b) in terms o f  your inner thouehts and emotional feelines?
From a further 33 quotes, eight categories emerged.
Calm This categoiy included 3 quotes such as “settled mind and can think”, and 
“feel tranquil”.
Positive feelings This category emerged from five quotes. Examples of these are 
“reach a state when quite happy” and “lovely”.
Negative emotions towards the se lf'Pour of the units of analysis were placed in 
this category. For example, “guilty, the next day. Why could I do that? - 
ashamed”. Another example is “anger because I haven’t gone and are missing 
out”.
Behaviours that show no change Six quotes were placed in this category as a 
consequence of the behaviours that the participants described. For example,
“thoughts stayed there” and “didn’t think about it because didn’t want to”.
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Ritual This category described 3 quotes from participants. Examples are “follows 
on from other behaviours” and “not right, so had to do it again. Must get it so 
can’t stop the blood flowing”.
Physical feeling One quote was described by this category. This was “tired / 
exhausted”.
R eliefVoûs, category emerged from 10 quotes in the analysis. Two examples are 
“get rid of feelings of frustration” and “relief from anxiety”.
Imposing control The quote “feel in control so could hide feelings” was 
described by this category.
Inter rater reliabilitv The Cohen’s Kappa statistic was found to be 0.60 in this 
case. This shows that the reliability was “fair” according to Robson (1993).
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Frequencv o f Occurrences
)
Table 11. Showing the frequencv of categories and the groups to which they 
belong.
Name of 
category
Self
Mutilation
group
Alcohol
dependence
group
Avoidance
group
All groups - 
total
Calm 0 1 2 3
Positive
feelings
1 2 2 5
Negative
emotions
2 0 2 4
No change 2 1 3 6
Ritual 3 0 0 3
Physical
feelings
1 0 0 1
Relief 2 5 3 10
Imposing
control
1 0 0 1
In this question, more categories were shared between two or three groups. The 
alcohol dependence and avoidance group shared the category “calm” and the self 
mutilation and avoidance group shared the category “negative emotions”. All 
three groups shared three categories (Positive feelings, behaviours that showed no 
change, and relief). Again, hypothesis number 7 cannot be supported.
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Question 10, When was the last time you verformed this behaviour?
The responses for this question varied between yesterday and 4 months ago. No 
clear pattern was seen that differentiated between the 3 groups, or that showed 
that the self mutilation and the alcohol dependence groups were similar.
Question 11, Where were you?
The most frequent response for the self mutilation and the alcohol dependence 
group was at home, and the most frequent response for the avoidance group was 
away from home.
Question 14. Please describe what you did
For the self mutilation group, cutting oneself occurred for 3 out of the 4 
participants. The other participant ate from the dustbin and hit her head.
For the alcohol dependence group, the participants drank either half a bottle of 
whiskey or 2 bottles of wine.
)  For the avoidance group, a wide variety of situations and objects were avoided.
These included spiders, a train journey, work related tasks and a meal.
Question 16. Over the last 3 months, how often have you verformed this 
behaviour?
There was a large range in the frequency of the behaviour over the time period.
This was between every day (e.g. misusing alcohol) to twice (avoiding spiders).
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DISCUSSION
In this discussion the variables in the Relapse model will first be considered. After 
this, improvements and future directions for the research area will be considered.
Participants
The mean ages of the participants varied between the three groups. This was 
thought to reflect the typical clinical presentation of those who self mutilate 
experience anxiety and are dependent on alcohol. However, there was little 
difference between the groups in terms of standard occupational class or years 
education after the age of 11. The ratio of males to females was approximately 
equal for all groups.
In terms of severity of psychiatric symptoms, the groups were not matched as 
planned. It was found that those who self mutilated had the highest symptom 
severity for all scales of the GHQ, followed by those who avoided objects or 
situations. The lowest symptom severity was seen by the alcohol dependence 
)  group. For the social dysfunction and anxiety & insomnia scale, there were
greater similarities between the self mutilation and avoidance group, compared to 
the alcohol dependence group.
Urses to perform the behaviour
From the visual analogue scale that was given to participants asking about urges 
to perform the behaviour, the hypothesis (1) can not be supported as all of the 
groups responded at a similar, high, level. However, when the AUQ scores are
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considered, a different profile is seen, such that the hypothesis can be supported.
This questionnaire, when categorised, was not found to contribute to the overall 
multidimensional scalogram plot, as it did not permit any division of the data. 
Therefore, the results are equivocal about the hypothesis that the level of urge to 
self mutilate and use alcohol would be at similar, high levels when compared to 
those who avoid situations or objects.
The finding that there is a high level of urge in the self mutilation group is 
consistent with Gruenbaum & Klerman (1967) who describe the urge to self harm 
as escalating, and Faye (1995) also notes the similarities between self mutilation 
and addictions in terms of the cravings to harm oneself. As has been noted 
previously, urges are a criteria for the Alcohol dependence syndrome, so the 
elevated AUQ scores in those who self mutilate and those who are dependent on 
alcohol is some evidence towards similarities between the two behaviours.
However, high scores on the visual analogue scale in those who avoid situations 
or objects, and the lack of contribution to the overall MSA plot, mean that it is 
more appropriate to conclude that many behaviours are the same, showing urges 
to perform them, particularly when an individual is in distress.
Tension reduction and relief from ne2ative mood
From the two visual analogue scales, hypotheses 2 and 3 can be supported. There 
are differences as expected for the three groups. As previously described, the 
mood altering qualities of self mutilation have been discussed by a number of 
authors (e.g. Favazza 1996, Feldman 1988, Leibenluft et al 1987). This is also 
true of those who are dependent on alcohol (Orford 1985). Therefore, these
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single item scales allow a tentative confirmation that self mutilation can be seen as 
an addictive behaviour.
Expectancies about the effects o f  the behaviour
The internal consistency of the sub scales of the AEQ which was revised for this 
study were shown to be adequate. However, in comparison with the data 
presented by George et al (1995) and Ifittner (1995), the range of between 0.74 
and 0.83 was low. The range of alpha coefficients that they presented was 
)  between 0.83 and 0.93. Given the changes made, and the very low numbers of
participants used, any interpretation of the reliability must be cautious.
With respect to the hypothesis (4), generally, the mean scores for all subscales 
show that there is a trend towards the expectancies of the self mutilation group 
being as high as the alcohol dependence group, and the avoidance groups scoring 
at lower levels. This expresses itself in terms of a gradation of highest scores for 
the alcohol dependence group, then the self mutilation group and finally the 
lowest scores of the avoidance group. Again, it seems hard to conclude whether 
the hypothesis can be supported in this preliminary study. Future studies may be 
able to provide more information, and the possibilities for these will be discussed 
later.
In terms of the specific subscales that are described in hypothesis 4, the global 
positive scores showed that the hypothesis could be supported, as the difference 
between mean scores for the avoidance group was large, when compared to both 
the self mutilation and the alcohol dependence group. Further, this variable was
)
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found to contribute in a significant way to the MSA overall plot, by dividing the 3 
groups in the manner that was expected by the study. A higher positive 
expectancy was found in those who self mutilate and those who are dependent on 
alcohol. This is consistent with the literature fi"om, for example, Southwick et al 
(1981) who found that heavy drinkers expected to get more positive effects fi'om 
alcohol and the same amount of negative effects as moderate drinkers. This, 
therefore, provides evidence that self mutilation can be seen in a similar manner as 
alcohol dependence, an addictive behaviour.
From the MSA plot, it can be seen that the tension reduction scale can also 
broadly distinguish between the groups in the expected manner. This is 
particularly true when the regional analysis was carried out; in this it shows that 
the tension reduction variable does contribute to the overall analysis. The idea of 
the tension reducing properties of a behaviour has been made specific by Marlatt 
(1987) who proposed that this was a delayed effect fi’om alcohol. The timing of 
when the participants expected the tension reduction to occur is not clear.
However, the differentiating effect of this variable shows that again, self 
mutilation can be seen, in this limited sense, as an addictive behaviour.
The cognitive and physical impairment scale was placed in to the MSA. Whilst a 
distinction was found between those who self mutilate and those who are 
dependent on alcohol, and those who avoid objects or situations, it was not 
thought to contribute in any important way to the overall plot, and was not placed 
in the regional analysis plot. It does show, however, as might be expected, those
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who self mutilate and are alcohol dependent expect more cognitive and physical 
impairments from their behaviour than do those who avoid.
The social expressiveness scale was not placed in the MSA analysis, as the 
reliability of the scale was not considered high enough. From the mean scores, 
some differences can be seen between all three groups, with the alcohol 
dependence group scoring most high, then the self mutilation group and finally the 
avoidance group. Whilst this was not as hypothesised, it does show that the self 
mutilation group does expect a greater amount of social expressiveness than the 
avoidance group as a result of their behaviour.
This is also true of the other subscales not already mentioned, and is an important 
finding. It means that those who self mutilate do have expectancies about their 
behaviour that are similar to those who are dependent on alcohol, but to a lesser 
extent. At best this shows that the two behaviours are similar, and therefore are 
linked in terms of an addiction. At worst it shows that the scale does not measure 
the expectancies that are found in those who avoid. A further possibility is that 
^  those who avoid do not have such potent expectancies about their behaviour. It is
not possible to relate this to those who avoid having a less intense problem 
(compared to the alcohol dependence group), as the GHQ scores show that the 
avoidance group have a greater severity of symptomatology than the alcohol 
dependence group. Further research would be needed to clarify these points.
Summary It is hard to conclude whether the general hypothesis can be supported 
or not from the data presented here. However, the global positive subscale was 
found to differentiate between the three groups in the hypothesised manner. It is
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understood in terms of heavy drinkers expecting more positive effects than 
moderate drinkers, a finding fi"om previous literature. The tension reduction 
subscale was also found to broadly confirm the hypothesis. Some impairments 
were found to be expected by those who self mutilate and those who are alcohol 
dependent. The other subscales for the questionnaire were not placed into the 
MSA plot, and thus only mean scores can be compared. Generally, it was found 
that the alcohol dependence group had higher expectancies on all scales when 
compared to those who self mutilate, and this group had higher expectancies than 
those who avoid situations or objects.
S e lf efficacy to notverform  the behaviour in hieh risk situations
The internal consistency of the SCQ subscales were good, being between 0.82 
and 0.96. This is consistent with the findings of Annis and Graham (1988). Again, 
in order to fully assess the reliability of the scales, considerably larger numbers of 
participants should be used.
Each participant’s profile of mean scores for the subscales are varied, and this 
makes a comparison within and between the groups and individuals difficult. This 
shows that the profiles for performing the behaviour in high risk situations are 
specific to the individual. The SCQ is suggested to be used in order to identify an 
individual’s high risk situations, and it can clearly do this effectively.
Two of the subscales were placed into the MSA. It was found that the variable of 
pleasant emotions can distinguish between the groups. This is true in terms of the 
item plot and of the regional analysis. Thus, the hypothesis (5) can partly be
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supported. Those who are avoidant are seen to have a lower self efficacy for not 
performing the behaviour when experiencing a pleasant emotion, compared with 
both the alcohol dependence and self mutilation groups.
This is consistent with Marlatt and Gordon’s (1980) work where they found that 
76% of relapses for alcohol occur when the individual is coping with negative 
emotions, social pressure or interpersonal conflict. Only 9% was involved with 
positive emotional states, both interpersonal and intrapersonal. Therefore, this 
finding provides evidence that self mutilation and alcohol dependence are similar 
in this way.
The social tension subscale was found to show a different division of the data, 
that did not contribute to the overall MSA plot, and meant that the expected 
relationship between the groups was not seen. This finding shows that those who 
are dependent on alcohol have higher self efficacy to not perform the behaviour 
than do those who self mutilate or those who avoid objects or situations. Thus, in 
this sample, social tension was a high risk situation not for the alcohol dependence 
^  group, but it was for the self mutilation and avoidance groups. The issue of
interpersonal determinants of self mutilation has been discussed by Gruenbaum 
and Klerman (1967) and Fine (1995), and anxiety has been described as an 
antecedent of self mutilation. Tension of any kind could lead to avoidance in those 
who are anxious, as anxiety is the condition which these participants experienced. 
Thus it is possible that in this case there are greater links between self mutilation 
and avoidance behaviour. When the GHQ social dysfunction scale scores are 
considered, it can be seen that greater dysfunction is seen in those who self
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mutilate and those who are avoidant, rather than those who are alcohol 
dependent. This indicates that in this sample, the former two groups have more 
interpersonal difficulties, that could lead to social tension, when compared with 
the alcohol dependent group. It is possible that this finding is specific to the 
sample of alcohol dependent participants in this study; further research would 
need to be carried out in order to find this out.
This study was not able to examine the other three subscales of the SCQ in the 
X MSA analysis. If large numbers of participants were involved, then this would be
carried out, and further comments could be made about the self efficacy to not 
perform particular behaviours.
Summary The internal consistency of the subscales of the SCQ were found to be 
good, and consistent with previous findings. In the case of pleasant emotions, the 
data shows that self mutilation can be seen as an addictive behaviour. However, 
this is not the case for social tension as a situation in which such behaviours are 
performed. It was found that self mutilation is more similar to avoidance 
^  behaviour in this case. Analysis of the other subscales cannot be carried out due to
the low numbers of participants.
Dissociation
The data for the total scores of the DES, and the MSA plot, show that there is no 
clear pattern to the data. It is not consistent with the hypothesis (6) that there 
would be a gradation of scores, and this hypothesis cannot be supported.
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This finding is not consistent with previous research which has found that scores 
of above 35 provide evidence for a dissociative disorder (Bernstein and Putnam 
1986). Seven out of the 11 participants had scores above this level, although it 
was expected that only those who self mutilate would have a possibility of having 
a dissociative disorder.
A number of possibilities explain this finding. Firstly, there is co morbidity 
between the groups. As has been mentioned previously, one of the avoidance 
participants harmed themselves eight years previously, and a member of the self 
mutilation group was also just below the “severe dependence” level for alcohol. 
Furthermore, all of the self mutilation group experienced avoidance behaviour as a 
result of anxiety. This means that the measure of dissociation could have been 
confounded.
Furthermore, particularly in the self mutilation and avoidance groups, there were 
some individuals who presented with severe pathology, and clearly e^qjerienced 
distress as a consequence. While it may be expected that this would be limited to 
those who self mutilate, this was not the case. Those who were interviewed within 
the avoidance group were all referred to the interviewer by Clinical Psychologists.
In the Oxfordshire region. Clinical Psychologists do not generally see clients with 
mild forms of pathology, and given the high GHQ scores for the avoidance group, 
this was indeed the case in this study. Symptoms of derealisation and 
depersonalisation are seen in those who have phobic anxiety disorders (e.g. ICD 
10, WHO 1992). These are dissociative phenomena, and thus, when severe could
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cause the scores on the DES to be elevated above previously known levels for 
anxiety.
There is a relationship between dissociation and traumatic histories. This has been 
well documented in the literature (e.g. Zweig - Frank et al 1994, van der Kolk et 
al 1991). Traumatic histories of the participants in this study were not assessed. It 
is therefore possible that those who scored highly on the DES did so as a 
consequence of such traumatic histories. This would need to be further examined 
in future research.
Summary The hypothesis was not supported in this case. The results were 
understood in terms of confounding of groups, the severity of pathology that 
participants were experiencing and the lack of control for traumatic histories.
Antecedents to the behaviour
From the content analysis, it was found that there were multiple antecedents to 
the behaviour for each group. With respect to the hypothesis (7), there is no 
evidence that this can be supported as there are no commonalties in teims of 
shared categories, between the self mutilation and alcohol dependence groups. In 
fact, there were only 3 categories that were shared between the self mutilation and 
avoidance groups (lack of solution/ escape, having fear, anger and hatred), and 
one that was shared between the alcohol dependence and avoidance groups (sense 
of entrapment). The depression category was shared between all three groups.
This information shows that there are greater similarities in terms of unstructured 
self report between the self mutilation and avoidance groups. However, perhaps
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more importantly, more categories were not shared by any groups, and therefore 
this is evidence that all 3 behaviours are distinct in terms of triggers for the 
behaviours. It does not provide evidence that self mutilation and alcohol 
dependence are similar, and thus self mutilation can be seen as an addictive 
behaviour from this data.
As has previously been stated, some of the antecedents to self mutilation that have 
been given in the literature are associated either with intense affect (e.g.
Leibenluft et al 1987), or with anxiety (e.g. Feldman 1988). Furthermore, there 
was CO morbidity between the self mutilation group and avoidance behaviour and 
this was not able to be controlled for in this study, so confounding the results.
The higher order categories for the cognitive and emotional triggers to the 
behaviour reflect cognitions and emotions that are typically associated with 
anxiety and phobias. These are associated with perceived physical or psychosocial 
danger (Clark 1989), and confirm this well documented finding.
The self labelling of those who were dependent on alcohol as misusing alcohol 
because they were “addicted” or as a result of “habit” was not seen in the self 
mutilation group. This is in contrast to Favazza (1996) who describes how a 
subsample of people who self mutilate would describe themselves as addicted to 
the behaviour, as the alcohol dependence group did in this study.
In comparing the antecedent categories that were derived from the semi 
structured interviews, with the determinants of behaviour that the SCQ provides, 
a number of points can be made. Firstly, those categories found from the
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interview, do not provide any evidence that people perform the behaviours when 
they are experiencing a positive event or affect. In comparison, the SCQ in this 
study included pleasant emotions as a subscale, and the complete SCQ has a 
further subscale of positive social situations. Sample differences and low numbers 
of participants may account for this lack of range of determinants.
Secondly, many subscales of the SCQ do not easily relate to the categories 
provided by the data presented here. However, only 6 categories were used to 
classify the alcohol dependence group quotes (habit, escape, sense of entrapment, 
removal of anxiety, addiction and depression), and, given that the hypothesis was 
not supported in this case, the categories for the self mutilation and avoidance 
group would be expected to be diffèrent to the alcohol dependence group and a 
questionnaire that was designed for the examination of alcohol expectancies.
Few of the categories relate to interpersonal determinants of behaviour that 
Marlatt and Gordon (1980) found to be just under half of their high risk 
situations. Most of the categories presented are cognitive or emotional states.
Summary The results showed that the hypotheses was not supported. The results 
were understood in terms of all three groups as having distinct triggers to their 
particular behaviour. Links between anxiety and self mutilation were discussed.
The differences with the subscales of the SCQ were described, and this was 
accounted for by the different antecedents to the behaviours for each group, since 
the hypothesis was not supported.
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Consequences o f the behaviours
There were fewer categories that emerged from the quotes in this case. However, 
two parts to the question were collapsed into one for the analysis.
In this case, there were more commonalties between all three groups, rather than 
the groups seeming to be distinct. The categories that were common for all of the 
groups were positive feelings, behaviours that show no change and relief. The 
category of calm was shared between the alcohol dependence and avoidance
)  group, and that of negative emotions was shared between the self mutilation and
alcohol dependence groups. This does not show that the groups can be separated 
in the manner which was hypothesised, and thus the hypothesis (7) is, again, not 
supported.
The commonalities between the groups show that there are common 
consequences to behaviours. The two categories of positive feelings and relief can 
help to understand how such behaviours are maintained, through reinforcement.
 ^ In terms of the specific groups, self mutilation had the widest number of
consequences in this sample. The consequences in the previous literature about 
self mutilation have generally described “relief’ (e.g. Feldman 1988). However, 
from this it is clear that negative consequences are also seen. This is concordant 
with the cognitive and physical impairment expectancy that was found in both the 
self mutilation and the alcohol dependent groups. The “ritual” categoiy was 
unique to the self mutilation group. This has a different meaning to that of 
addiction, although for both of these there is the sense of automatic behaviour.
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Favazza (1996) describes “compulsive” self mutilation as repetitive and 
ritualistic. However, this form of self mutilation would not be placed into 
Favazza’s categoiy as it did not occur repetitively, but was episodic. This 
provides further evidence that his categorisation of self mutilation does not add 
to the literature, and such distinctions do not fit with clinical presentations.
The consequences for the alcohol dependence group were all positive, or showing 
no change, rather than negative. This is consistent with the findings of the 
expectancy scales, where positive effects were anticipated. However, cognitive 
and physical impairments were also anticipated, but not reported during the 
interviews. This may be understood in terms of the model provided by Marlatt 
(1987) where first an Arousal Enhancement effect is seen, and secondly the 
delayed effect is of Tension reduction, to a negative mood. This delayed effect 
was not elicited by the interview, and may be due to a memory bias by those 
dependent on alcohol to the positive effects, that helps to maintain the behaviour.
A further possibility is that the interview was not structured in such a way as to 
elicit such detail about the short and long term effects of the behaviour.
With respect to the avoidance group, mainly positive effects were seen as a 
consequence of the behaviour. However, like the self mutilation group, negative 
emotions were also seen. The rewarding features of avoidance can maintain this 
behaviour. From the expectancy subscales, it is known that the strength of the 
expectancies for the avoidance group are less than both the self mutilation and the 
alcohol dependence groups. Further research would be needed to more fully 
understand the reasons behind this finding.
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Summary There were a number of common categories between all three of the 
groups, and no distinction between the groups was seen as hypothesised.
Therefore, the hypothesis was not supported. The self mutilation group’s 
consequences were found to be in the largest number of categories, involving both 
positive and negative effects. The alcohol dependence group was found to only 
see positive effects and this was understood in terms of the biphasic model 
proposed by Marlatt (1987). The avoidance group showed fewer categories than 
the self mutilation group, although negative effects were also seen.
Problems and future directions
Participants There were a number of significant difficulties in recruiting 
participants into the study. Although the prevalence of self mutilation is low in the 
general population and Psychiatric services generally, other difficulties with this 
population led to the particularly low numbers. The fi-equent crises, and non 
attendance at interview meant that participants had to drop out, and health 
professionals were unwilling to ask their clients. Furthermore, the co morbidity of 
psychiatric problems in those with Axis H disorders was of particular note.
Despite clear inclusion and exclusion criteria, clients were proposed for the 
research who, upon interview, revealed both avoidance and alcohol dependence 
problems. Thus the conclusions fi-om this study must be tentative as the groups 
are not distinct.
With reference to the alcohol dependence group, a very high non attendance rate 
at interview was seen. This was understood in terms of the chaotic lifestyles and 
the ambivalence to treatment of this group of people. If individuals are ambivalent
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to treatment, then, despite agreement, they are less likely to attend a further 
interview to which they must travel.
It was not possible to match the participants for age, and, as there were low 
numbers, it was not possible to discover whether the small differences seen in the 
standard occupational class or years of education reached statistical significance.
In future research into this area, clearly a greater recruitment period would be 
needed. That is, greater than 6 months. This would allow larger numbers of 
participants to be recruited into the study, and attend for interview. The 
participants could be better screened, and as a result, more firm conclusions could 
be discussed. This would be ideal for the improved analysis using the 
multidimensional scalogram analysis, both in terms of matching numbers for the 
groups, and also as it would allow all of the subscales for the questionnaires to be 
used. Furthermore, with larger numbers of participants, quantitative methods 
could be used, and this would provide a different view on the research 
hypotheses.
Measures One of the theoretical links between self mutilation and alcohol 
dependence was in terms of impulsivity. However, no measure of impulsivity was 
used in this study. This would be important in future research.
With respect to the DES, this was a measure of trait dissociation. In terms of the 
model of relapse, a state measure would be more appropriate. Thus, it could be 
established whether dissociative experiences led to specific incidents of self 
mutilation, and whether this is a distinctive feature of the self mutilation group.
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when compared with the other groups. In addition, questions about traumatic 
histories would allow a more thorough comparison of groups, as these 
experiences are associated with dissociative experiences.
The question of low numbers, means that the internal consistency statistics used 
are difficult to interpret. Usually, large numbers of participants are required to 
assess such a construct. Thus caution needs to be taken in the interpretation of the 
data provided earlier. In the fixture, larger numbers would allow a fuller 
assessment of the questionnaires. With respect to the questionnaires that were 
changed (LDQ, AUQ and AEQ), fiarther reliability and validity of these must be 
carried out.
It was found to be difficult to separate out the situational and the cognitive/ 
emotional sections of the antecedents section of the semi structured interview. A 
possible solution to this would be to have one, more general question that could 
be used in the analysis. In addition, the long term and short term consequences of 
the behaviours would be useful to separate out, particularly considering Marlatt’s 
(1987) biphasic model of addictions.
Other Future Directions Further work could be done to elaborate the findings 
associated with the expectancy questionnaire where the alcohol dependence group 
was found to have higher scores than the self mutilation group, who, in turn had 
higher scores than the avoidance group. Whilst several explanations are put 
forward earlier, it is not known which one, if any, are correct. Similar further 
work needs to be undertaken in order to elaborate the findings about self efficacy 
not to perform the behaviour when there is social tension.
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Urges to drink alcohol have been found to be predictive of relapse in those who 
are dependent on alcohol. The relative contribution of urges to either avoid or to 
self mutilate could also be assessed in a similar manner.
)
)
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CONCLUSIONS
In terms of the various components of the Relapse model for addictions, and the 
use of it in comparing self mutilation and alcohol dependence, this study shows 
equivocal results. In terms of urges to perform the behaviour, and dissociation, 
the three behaviours studied were shown to be the same. Overall, outcome 
expectancies and self efficacy to not perform the behaviour showed equivocal 
results. However, two aspects of outcome expectancies, and one of self efficacy 
)  did provide evidence that self mutilation can be seen as an addictive behaviour.
These variables contributed to an overall distinction between the groups in the 
MSA plot. With respect to the antecedents and consequences of the behaviours 
that emerged from content analysis of semi structured interviews, few similarities 
between the self mutilation and alcohol dependence groups emerged. The 
antecedents showed that all three behaviours were different to each other, and the 
consequences showed that there was no distinction between the groups.
)
Given the problems with the participants and the measures that are discussed 
earlier, tentative interpretations can only be given. In order to more fully answer 
the question, larger numbers and improved screening would need to be 
undertaken. Therefore, on present evidence it is no possible to conclude that self 
mutilation can be seen as an addictive behaviour. The current data to some extent 
suggests that this is an unlikely proposition.
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The Warneford Hospital 
Warneford Lane 
Headington 
Oxford 
0 X 3  7JX
CAN SELF MUTILATION BE SEEN AS AN ADDICTIVE BEHAVIOUR: A 
PRELIMINARY STUDY IN ADULTS
INFORMATION SHEET 
BACKGROUND TO THE STUDY
The puipose of this research is to find more ways of treating people who harm themselves. There is a 
well recognised treatment for people who have an alcohol problem based on an understanding of 
people’s thoughts, feelings and behaviours. Currently there is only a limited understanding of people 
who harm themselves. So, if there are similarities with people who have alcohol problems and those 
that harm themselves, then we may alreacfy have a useful model of therapy for those who harm 
themselves.
In order to fiiUy test out this idea, three groiq)s are needed. This is important in order to confirm that 
people who harm themselves and those who have an alcohol problem are different fi’om other people 
who also have problems.
The three groups in this study are:
1. People who harm themselves
2. People who have an alcohol problem
3. People who avoid situations or objects as a result of anxiety and fear.
It is important to cany out this research because the results of the research mean that the treatment of 
people with these difficulties can be improved.
WHAT YOU WILL BE ASKED TO DO
If you agree to take part in the study, the person responsible for your care will give me your name and 
a contact telephone number or address. You will then have 2 weeks to think it over, and unless I hear 
from you to the contrary, I will assume that it’s OK for me to contact you and anange a time to meet 
that’s convenient with you. This can be either in the Psychology department at the Warneford 
Hospital, the Chilton Clinic, or in your Community team base. When we meet, you will then be able 
to ask any more questions you have, and will be given a consent form to sign, a short interview and 
some questioimaires to complete. This should take about 45 minutes. There is nothing more you will 
be asked to do.
Although I will know your name because you will have given it on the consent form, at no other time 
will you be asked to give your name, so the questioimaires can be completed anonymously. Any 
information that you give wül only be used for research purposes.
If at any time during this process you are not happy about continuing with the stu(fy, you are free to 
leave it. You do not have to give any reason for this and it will not affect your future care by the 
Mental Health professional who has passed on your name.
If you have any questions then please will you ask the Mental Health professional that is with you 
now. Please do not hesitate to contact me at the above address if you want to ask anything further 
about the stucfy.
Chairman; Dr Ron Sowden Chief Executive: Dr Michael Orr
Oxfordshire Mental Healthcare NHS Trust, Littlemore Hospital, Littlemore, Oxford 0X 4 4XN
Telephone: Oxford (01865) 778911 Fax: (01865) 223061
While I will not be able to provide specific feedback about each individual in the stucfy, I will be able 
to give general information about the results later in the year. Please let me know if you would like 
this information.
Dr. Helen Kennerley & Maiy Manning 
Tel. 01865 226430
1
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)The Warneford Hospital 
Warneford Lane
4r Headington
X 1^ ^  % Oxford
o mssEssm r. oxsijx
date
Dear Dr.,
Your patient name, d.o.b. address has agreed to take part in the research study 
below;
Can Self Mutilation Be Seen As An Addictive Behaviour: A Prehminary Study In 
Adults.
The study is being carried out by Mary Manning, Clinical Psychologist in training at 
the above address, and the University of Surrey. The aim of the study is to discover if a 
model of addictions can be applied to those who self mutilate. This has imphcations for 
the treatment of those who self mutilate, providing more treatment techniques than are 
currently available. The study will involve your patient meeting with myself and 
completing a series of questionnaires about this subject. An information sheet for 
subjects is enclosed. This sheet includes contact numbers for the responsible 
investigators.
I would be grateful if you would complete the short form below and return it in the 
stamped addressed envelope provided. If I do not hear from you within two weeks I 
will take this to mean that you are not aware of any contraindication to your subject 
taking part.
I would be happy to discuss the study if you would like any further information.
Thank you for your assistance.
Yours sincerely,
Mary Manning
Name Dr. Can Self Mutilation Be Seen As An Addictive
Behaviour: A Preliminary Study In Adults.
Please circle the appropriate response
1.1 am not aware of any reason why my patient should not participate in the study.
2. The subject should not participate in the study
because............................................................................................................................
Chairman: Dr Ron Sowden Chief Executive: Dr Michael Orr
Oxfordshire Mental Healthcare NHS Trust, Littlemore Hospital, Littlemore, Oxford 0X 4 4XN
Telephone: Oxford (01865) 778911 Fax: (01865) 223061
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N H S  T R U S T
The Warneford Hospital 
Warneford Lane 
Headington 
Oxford 
0 X 3  7JX
CAN SELF MUTILATION BE SEEN AS AN ADDICTIVE BEHAVIOUR: A 
PRELIMINARY STUDY IN ADULTS.
Name of Responsible Investigators: Dr. Helen Kennerley & Mary Manning 
Psychiatric Research Ethics Committee Application Number: 097.02
Have your read the Client Information Sheet?
(Please circle your answer) Yes / No
Have you had an opportunity to ask questions and discuss this study?
Yes / No
Have you received satisfactory answers to all your questions?
Yes / No
Have you received enough information about the study?
Yes/No
Who has explained the study to you?
Dr/Mr/Mrs/Ms
Do you understand you are free to leave the study
• at any time
• without having to give a reason for leaving
•  and without affecting your future medical care?
Yes / No
Do you agree to take part in this study?
Yes / No
Signature.......................................................................................................................
Date...............................................................................................................................
Name in Block letters  ...........................................................................................
Signature of Senior Clinician........................................................................................
Chairman: Dr Ron Sowden Chief Executive: Dr Michael Orr
Oxfordshire Mental Healthcare NHS Trust, Littlemore Hospital, Littlemore, Oxford 0X 4 4XN
Telephone: Oxford (01865) 778911 Fax: (01865) 223061
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Dear
I am writing to thank you for taking part in the research study. As you may recall, 
this involved three groups of people - those who harm themselves, those who are 
dependent on alcohol and people who avoid things as a result of anxiety. The 
study was to find out whether these groups were similar, or different in some way.
I can now let you know about the results.
You may remember that I asked you about the last time that you did one of the 
above things. The triggers for these were found to be unique to each problem. 
However, the consequences of the behaviours had more similarities for all three 
groups, particularly in terms of relief and positive feelings. There were also 
similarities in how much people had the urge to do the behaviour.
The questionnaires that you were given revealed a mixed bag of results. Only 
three small parts of them showed that there were some similarities between 
harming yourself and alcohol dependence. The group who avoided were different 
on these measures. The other questionnaires showed a varied set of results, and 
no firm conclusions could really be drawn fi’om them.
I would like to thank you very much for taking the time to come and talk to me 
for the research. I greatly appreciate your kindness.
Best Wishes,
Yours sincerely.
Mary Manning
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GENERAL HEALTH QUESTIONNAIRE
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)THE 
GENERAL HEALTH  
QUESTIONN AIRE
GHQ 28
David Goldberg
Please read this carefully.
It is important th a t  you try to  answer ALL the  questions. 
Thank you very much for your co-operation.
Have you recently
A1 -  been feeling perfectly well and in
good health?
A2 -  been feeling in need of a good 
tonic?
A3 — been feeling run down and out of 
sorts?
A4 -  felt th a t  you are ill?
A5 -  been getting any pains in 
yourhead?
A6 -  been getting a feeling of tightness 
or pressure in your head?
A7 — been having hot or cold spells?
Better 
than usual
Same 
as usual
Worse 
than usual
Much worse 
than usual
Not
atali
No more 
than usual
Rather more 
than usual
Much more 
than usual
Not 
at all
No more 
than usual
Rather more 
than usual
Much more 
than usual
Not
atall
No more 
than usual
Rather more 
than usual
Much more 
than usual
Not
atall
No more 
than usual
Rathermore 
than usual
Much more 
than usual
Not
atall
No more 
than usual
Rathermore 
than usual
Much more 
than usual
Not
atall
No more 
than usual
Rathermore 
than usual
Much more 
than usual
B1 -  lost much sleep over worry?
B2 -  had difficulty in staying asleep 
once you are off?
B3 -  f e l t  constantly under strain?
B4 -  been getting edgy and 
bad-tempered?
B5 -  been getting scared or panicky 
for no good reason?
B6 -  found everything getting on 
top  of you?
B7 -  been feeling nervous and 
strung-up all th e  time?
Not
atall
No more 
than usual
Rathermore 
than usual
Much more 
than usual
Not
atall
No more 
than usual
Rathermore 
than usual
Much more 
than usual
Not
atall
No more 
than usual
Rathermore 
than usual
Much more 
than usual
Not
atall
No more 
than usual
Rathermore 
than usual
Much more 
than usual
Not
atall
No more 
than usual
Rathermore 
than usual
Much more 
than usual
Not
atall
No more 
than usual
Rathermore 
than usual
Much more 
than usual
Not
atall
No more 
than usual
Rathermore 
than usual
Much more 
than usual
)3
Have you recently
Cl -  been managing to  keep yourself
busy and occupied?
02 — been taking longer over the th ings
you do?
03 -  felt on the  whole you were doing
things well?
0 4 -  been satisfied with the  way 
you've carried out your task?
More so 
than usual
Quicker 
than usual
Better 
than usual
More
satisfied
Same 
as usual
Same 
as usual
About
th esam e
About same 
as usual
Rather less 
than usual
Longer 
than usual
Less well 
than usual
Much less 
than usual
Much longer 
than usual
Much 
less well
Less satisfied Much less 
than usual satisfied
0 5  -  fe lt tha tyou  are playing a useful
part in things?
More so 
than usual
Sam e 
as usual
Less useful 
than usual
Much less 
useful
0 6 -  felt capable of making decisions
about things?
More so 
than usual
Same 
as usual
Less so 
than usual
Much less 
capable
07 -  been able to  enjoy your normal 
day-to-day activities?
More so 
than usual
Sam e 
as usual
Less so 
than usual
Much less 
than  usual
D1 -  been thinking of yourself as a 
worthless person?
Not
atall
No more 
than usual
Rathermore 
than usual
Much more 
than usual
D2 -  felt th a t  life is entirely hopeless? Not
atall
No more 
than usual
Rathermore 
than usual
Much more 
than usual
D3 -  felt th a t  life isn 't worth living? Not
atall
No more 
than usual
Rathermore 
than usual
Much more 
than usual
D4 -  though tofthepossib ili ty tha tyou
might make away with yourself?
Definitely
not
1 don't 
thinkso
Has crossed 
my mind
Definitely
have
D 5 - fo u nda tt im esyoucou ldn 'tdo  
anything because your nerves 
were too  bad?
Not
atall
No more 
than usual
Rathermore 
than usual
Much more 
than usual
D 6 - found yourself wishing you were 
dead and away from it all?
Not
atall
No more 
than usual
Rathermore 
than usual
Much more 
than usual
D7 -  found th a t  the  idea of taking your
own life kept coming into your mind?
Definitely
not
1 don't 
thinkso
Has crossed 
my mind
Definitely
has
TOTAL
©  D. Goldberg & The Institute of Psychiatry, 1981
This work may not be reproduced by any means, 
even within the terms of a Photocopying Licence, 
without the written permission of the publisher.
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APPENDIX 6
LEEDS DEPENDENCY QUESTIONNAIRE (3 monthsi
)
3
344
L.D.O.
In answering this questionnaire:
• think about the last 3 months
• think about alcohol
• tick the answer that’s most appropriate to you
)
3
Never Sometimes Often Nearly
always
1. Do you find yourself thinking about 
when you will next be able to have 
another drink?
2. Is drinking more important than anything 
else you might do during the day?
3. Do you feel your need for drink is too 
strong to control?
4. Do you plan your days around getting and 
taking drink?
5. Do you drink in a particular way in order 
to increase the effect it gives you?
6. Do you take drink morning, afternoon and 
evening?
7. Do you feel you have to carry on drinking 
once you have started?
8. Is getting the effect you want more 
important than the particular drink you use?
9. Do you want to take more drink when the 
effect starts to wear off?
10. Do you find it difiScult to cope with life 
without drink?
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LEEDS DEPENDENCY QUESTIONNAIRE flifetimel
)
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L.D.O.
In answering this questionnaire:
• think about throughout your lifetime
• think about alcohol
• tick the answer that’s most appropriate to you
)
3
Never Sometimes Often Nearly
always
1. Do you find yourself thinking about 
when you will next be able to have 
another drink?
2. Is drinking more important than anything 
else you m i^ t do during the day?
3. Do you feel your need for drink is too 
strong to control?
4. Do you plan your days around getting and 
taking drink?
5. Do you drink in a particular way in order 
to increase the effect it gives you?
6. Do you take drink morning, afternoon and 
evening?
7. Do you feel you have to cany on drinking 
once you have started?
8. Is getting the effect you want more 
important than the particular drink you use?
9. Do you want to take more drink when the 
effect starts to wear off?
10. Do you find it difticult to cope with life 
without drink?
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PERSONAL QUESTIONNAIRE
)
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PERSONAL QUESTIONNAIRE
1. How old are you?
years.
2. What sex are you?
Male / Female (please circle)
3. Please indicate your current employment by ticking the appropriate box: 
Full time | | Unemployed | |
Part time | [ Unemployed due to ill health | [
Voluntary | | Retired [ |
4. What is your current occupation?
5. If you are currently unemployed or retired, what was your last job?
6. How many years education have you had since age 11 years:
3 (a) At school?
(b) At college?
(c) After college?
years.
years.
years.
7(a). Some people when they become very distressed harm themselves. For 
example, they may cut their skin or bum themselves. Have you ever, in your 
lifetime harmed yourself in this way?
(Please tick the appropriate box ) [ | Yes | | No
3(b). If you have ticked “yes”, how many times has this occurred in your lifetime? 
(Please tick the appropriate box)
1 -4  times | | 5 - 10  times [ [ 11 -20 times | | 20 + times] |
8 (a). Have you ever avoided anything as a result of a phobia, or an intense fear 
about a situation or object.
(Please tick the appropriate box ) [ | Yes | | No
(b). If you have ticked “Yes”, what is the fear?____________
(c). Has this intense fear or phobia significantly interfered with your normal 
routine, your ability to work, or social activities or relationships?
(Please tick the appropriate box ) | | Yes | | No
(d). If you have ticked “Yes”, which area of your life did it affect?
(e). When was the last time it affected your life?
9. Would you consider yourself to have been dependent on alcohol? 
^  (a). In the last 3 months?
(Please tick the appropriate box ) | [ Yes [ [ No
(b). During your lifetime?
(Please tick the appropriate box ) | | Yes | | No
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3GENERAL INSTRUCTIONS
On the following pages are a number of questionnaires that I  would like you
to complete. Each section has its own instructions, which I would like you to
read carefully. Please answer all of the items in each questionnaire.
All of the questionnaires ask about a particular “problem behaviour”. I 
would like you to answer the questions according to this definition:
Please think about when you harm yourself deliberately. Examples of this 
are cutting yourself and burning your skin.
This should not include times when you may have attempted to kill yourself, 
for example, by overdosing.
All of the questionnaires ask you about the last 3 months at times when you 
have wanted to “perform the behaviour”.
If you have any questions please do not hesitate to ask.
3
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INSTRUCTIONS TO ALCOHOL DEPENDENCE GROUP
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3GENERAL INSTRUCTIONS
On the foUowing pages are a number of questionnaires that I would like you
to complete. Each section has its own instructions, which I would like you to
read carefully. Please answer all of the items in each questionnaire.
All of the questionnaires ask about a particular “problem behaviour”. I 
would like you to answer the questions according to this definition:
Please think about when you drink alcohol that is part of an alcohol 
problem.
All of the questionnaires ask you about the last 3 months at times when you 
have wanted to “perform the behaviour”.
If you have any questions please do not hesitate to ask.
3
Mary Maiming______________________________________________Year Three - Research Project
APPENDIX 11
INSTRUCTIONS TO AVOIDANCE GROUP
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GENERAL INSTRUCTIONS
On the following pages are a number of questionnaires that I would like you
to complete. Each section has its own instructions, which I would like you to
read carefully. Please answer all of the items in each questionnaire.
All of the questionnaires ask about a particular “problem behaviour”. I 
would like you to answer the questions according to this definition:
Please think about when you deliberately avoid doing things or going places 
because of your fear and anxiety.
All of the questionnaires ask you about the last 3 months at times when you 
have wanted to “perform the behaviour”.
If you have any questions please do not hesitate to ask.
3
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ALCOHOL URGES QUESTIONNAIRE
3
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3INSTRUCTIONS: Listed below are questions that ask about your feelings about 
the problem behaviour that is described on the previous sheet. Please indicate how 
much you agree or disagree with each of the following statements by placing a
single mark (like this :_ X _ :____:) along each line between STRONGLY
DISAGREE ad STRONGLY AGREE. The closer you place your mark to one 
end or the other indicates the strength of your agreement or disagreement. We are 
interested in how you were thinking or feeling the last time in the last 3 months 
that you felt like performing the problem behaviour as you are filling in the 
questionnaire.
OVER THE LAST 3 MONTHS WHEN I HAVE FELT LIKE 
PERFORMING THE BEHAVIOUR
1. AUX want to do is perform the behaviour.
STRONGLY DISAGREE: : STRONGLY AGREE
2 .1 do not need to perform this behaviour now.
STRONGLY DISAGREE.__ :___:___ :__ :___ :__ : STRONGLY AGREE
3. It would be difficult not to perform the behaviour this minute.
STRONGLY DISAGREE:___:___:___:___:___.___:___: STRONGLY AGREE
4. Performing this behaviour now would make things seem just perfect. 
STRONGLY DISAGREE:___:___:___ :__ :___ :__ :___ STRONGLY AGREE
5 .1 want to perform this behaviour so bad I can almost sense it.
STRONGLY DISAGREE:___:___:___ :__ :___ :__ : STRONGLY AGREE
6. Nothing would be better than performing this behaviour right now. 
STRONGLY DISAGREE:___:___:___ :__ :___ :__ :___ STRONGLY AGREE
7. If I had the chance to perform this behaviour I don’t think that I would take it. 
STRONGLY DISAGREE:___:___:___ :__ :___ :__ :__ :STRONGLY AGREE
8 .1 crave this behaviour right now.
STRONGLY DISAGREE: : STRONGLY AGREE
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VISUAL ANALOGUE SCAT.ES
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Please slash the line shown below that best describes how much you had the urge 
to perform this behaviour the last time that you did in the last 3 months;
0%______ I___________  I 100%
No Urge ' Total
Urge
Please slash the line shown below that best describes how much you think 
performing this behaviour will reduce your overall levels of tension. Please think 
of the last time over the last 3 months that you have wanted to perform this 
behaviour:
0% , , 100%
Not at all I   1 Totally
Please slash the line shown below that best describes how much you think 
performing this behaviour will give you relief from a negative mood. Please think 
of the last time over the last 3 months that you have wanted to perform this 
behaviour:
0% I________________________________________  I 100%
Not at all I Totally
3
33
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3INSTRUCTIONS: The following page contains statements about the effects of 
performing the behaviour. Read each statement carefully and respond according 
to your own personal thoughts, feelings and beliefs about the behaviour in the last 
three months. We are interested in what you think about your behaviour, 
regardless of what other people may think.
It is important that you respond to every question.
Please be honest, remember your answers are confidential. Please answer 
everv item on the sheet.
Respond to these items according to what von personally believe to be true 
about the behaviour.
CIRCLE THE NUMBER WHICH SHOWS HOW MUCH YOU AGREE 
OR DISAGREE WITH EACH ITEM:
1 2 3 4 5 6
Strongly Moderately Slightly Slightly Moderately Strongly
Disagree Disagree Disagree Agree Agree Agree
12 3 4 5 6 1. Performing this behaviour makes me feel warm and flushed.
12 3 4 5 6 2. This behaviour lowers muscle tension in my body.
12  3 4 5 6 3. After I perform this behaviour I feel less shy.
12 3 4 5 6 4. This behaviour helps me to fall asleep more easily.
1 2 3 4 5 6  5.1 feel powerful when I perform this behaviour, as if I can really
make other people do as I want.
12  3 4 5 6 6. I’m more clumsy after I’ve performed this behaviour.
12 3 4 5 6 7. Performing this behaviour makes the future seem brighter to me.
1 2 3 4 5 6  8. If I perform this behaviour, it is easier for me to tell someone
off.
1 2 3 4 5 6  9 .1 can’t act as quickly when I’ve performed this behaviour.
1 2 3 4 5 6  10. Performing this behaviour can act as an anaesthetic for me, that
is, it can stop pmn.
12 3 4 5 6  11. Performing this behaviour makes me more aggressive.
1 2 3 4 5 6  12. This behaviour seems like magic to me.
Please turn over
1 2 3 4 5 6Strongly Moderately Slightly Slightly Moderately StronglyDisgree Disagree Disagree Agree Agree Agree
12 3 4 5 6 13. This behaviour makes it hard for me to concentrate.
12 3 4 5 6 14. When I’ve performed this behaviour, it is easier to open up and
express my feelings.
1 2 3 4 5 6  15. If I’m feeling tied down or frustrated, performing this
behaviour makes me feel better.
^  1 2 3 4 5 6  16.1 can’t think as quickly after I perfbim this behaviour.
12 3 4 5 6 17. Performing this behaviour makes me wony less.
12 3 4 5 6 18. Performing this behaviour makes me less efiicient.
12 3 4 5 6 19.1 feel more physically co-ordinated after I perform this
behaviour.
12 3 4 5 6 20. I’m more likely to get into an argument after I have
performed this behaviour.
1 2 3 4 5 6  21. Performing this behaviour helps me sleep better.
12 3 4 5 6 22. Performing this behaviour gives me more confidence in myself.
)  12 3 4 5 6 23. After I’ve performed this behaviour it’s easier for me to pick a
fight.
12 3 4 5 6 24. Performing this behaviour males it easier for me to talk to
people.
12 3 4 5 6 25. After I’ve performed this behaviour, it is easier to express my
feelings.
12 3 4 5 6 26. Performing this behaviour makes me more interesting .
12 3 4 5 6 27. Performing this behaviour makes my mind more clear.
12 3 4 5 6 28. Performing this behaviour means that others will respect me.
Please turn over
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1 2 3 4 5 6
Strongly Moderately Slightly Slightly Moderately Strongly
Disagree Disagree Disagree Agree Agree Agree
12 3 4 5 6 29. Performing this behaviour means that I feel more in control of
things.
1 2 3 4 5 6  30. After I perform this behaviour I can express my feelings
towards others more easily.
1 2 3 4 5 6  31. After I perform this behaviour I feel good about myself.
12 3 4 5 6 32. Performing this behaviour makes me feel depressed.
12 3 4 5 6 33. Performing this behaviour makes me feel lonely.
12 3 4 5 6 34. After I perform this behaviour I expect to be withdrawn with
other people.
1 2 3 4 5 6  35. After I perform this behaviour I expect to be moody.
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INSTRUCTIONS: Listed below are a number of situations or events in which 
some people experience the behaviour given on page 1.
Imagine yourself over the last 3 months when you have felt like performing 
this behaviour in each of these situations. Indicate on the scale provided how 
confident you are that you would be able to resist the urge to perform this 
behaviour in that situation.
Circle 100 if you are 100% confident that over the last 3 months when you have 
felt like performing this behaviour that you could resist the urge to perform this 
behaviour; 80 if you are 80% confident; 60 if you are 60% confident. If you are 
more unconfident than confident, circle 40 to indicate that you are only 40% 
confident that you could resist the urge to perform this behaivour; 20 for 20% 
confident; 0 if you have no confidence at all about that situation.
I would be able to resist the urge to perform this behaviour
not at all very
confident confident
1. If I felt that I had let myself down. 0 20 40 60 80 100
2. If there were fights at home. 0 20 40 60 80 100
3. If I had trouble sleeping. 0 20 40 60 80 100
4. If I had an argument with a friend. 0 20 40 60 80 100
5. If other people didn’t seem to like 
me. 0 20 40 60 80 100
6. If I felt confident and relaxed. 0 20 40 60 80 100
7. If I were afi-aid things weren’t going 
to work out. 0 20 40 60 80 100
8. If other people interfered with my 
plans. 0 20 40 60 80 100
9. If I felt drowsy and wanted to stay 
alert. 0 20 40 60 80 100
10. If there were problems with people 
at work. 0 20 40 60 80 100
11. If I felt uneasy in the presence of 
somebody. 0 20 40 60 80 100
Please turn over
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I would be able to resist the urge to perform this behaviour
not at all very
confident confident
12. If everything were going well. 0 20 40 60 80 100
13. If I were angry at the way things 
had turned out. 0 20 40 60 80 100
14. If other people treated me unfairly. 0 20 40 60 80 100
15. If I felt nauseous. 0 20 40 60 80 100
16. If pressure built up at work 
because of the demands of my 
supervisor. 0 20 40 60 80 100
17. If someone criticised me. 0 20 40 60 80 100
18. If I felt satisfied with something 
I had done. 0 20 40 60 80 100
19. If I felt confused about what I 
should do. 0 20 40 60 80 100
20. If I felt under a lot of pressure 
fi’om family members at home. 0 20 40 60 80 100
21. If my stomach felt like it was 
tied in knots. 0 20 40 60 80 100
22. If I was not getting along well 
with others at work. 0 20 40 60 80 100
23. If other people around me made 
me tense. 0 20 40 60 80 100
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INSTRUCTIONS: This questionnaire consists of twenty - eight questions about 
experiences that you may have in your daily life. We are interested in how often 
you have these experiences. It is important, however, that your answers show 
how often these experiences happen to you when you are not under the influence 
of alcohol or drugs. To answer the questions, please determine to what degree the 
experience described in the question applies to you and mark the line with a 
vertical slash at the appropriate place, as shown in the example below.
Example:
0% I________________________ y ________________ I 100%
1. Some people have the experience of driving a car and suddenly realising that 
they don’t remember what has happened during all or part of the trip. Mark the 
line to show what percentage of the time this happens to you.
0% I--------------------------------------------------------- I 100%
2. Some people find that sometimes they are listening to someone talk and they 
suddenly realise that they did not hear part or all of what was just said. Mark the 
line to show what percentage of the time this happens to you.
0% I______________________________________  I 100%
3. Some people have the experience of finding themselves in a place and having 
no idea how they got there. Mark the line to show what percentage of the time 
this happens to you.
0% I___________________________________   I 100%
4. Some people have the experience of finding themselves dressed in clothes that 
J )  they don’t remember putting on. Mark the line to show what percentage of the
time this happens to you.
0% I_____________________________________  I 100%
5. Some people have the experience of find new things among their belongings 
that they do not remember buying. Mark the line to show what percentage of the 
time this happens to you.
0%  I___________________________________________  I 100%
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6. Some people sometimes find that they are approached by people that they do 
not know who call them by another name or insist that they have met them before. 
Mark the line to show what percentage of the time this happens to you.
0% I______________________________________________ I 100%
7. Some people sometimes have the experience of feeling as though they are 
standing next to themselves or watching themselves do something and they 
actually see themselves as if they were looking at another person. Mark the line to 
show what percentage of the time this happens to you.
0% I________________________  I 100%
8. Some people are told that they sometimes do not recognise friends or family 
members. Mark the line to show what percentage of the time this happens to you.
0% I___________________________________________I 100%
9. Some people find that they have no memory for some important events in their 
lives (for example a wedding or graduation). Mark on the line to show what 
percentage of the important events in your life you have no memory for.
0% I______________________________________________ I 100%
10. Some people have the experience of being accused of lying when they do not 
think that they have lied. Mark the line to show what percentage of the time this 
happens to you.
0% I_____________________________________________ J  100%
11. Some people have the experience of looking in a mirror and not recognising 
themselves. Mark the line to show what percentage of the time this happens to 
you.
0% I_____________________________________________ J  100%
12. Some people sometimes have the experience of feeling that other people, 
objects, and the world around them are not real. Mark the line to show what 
percentage of the time this happens to you.
0% I_________________________________________  I 100%
13. Some people sometimes have the experience of feeling that their body does 
not seem to belong to them. Mark the line to show what percentage of the time 
this happens to you.
0% I  I 100%
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14. Some people have the experience of sometimes remembering a past event so 
vividly that they feel as if they were reliving that event. Mark the line to show 
what percentage of the time this happens to you.
0% I -----------------------------------------   I 100%
15. Some people have the experience of not being sure whether things that they 
remember happening did happen or whether they just dreamed them. Mark the 
line to show what percentage of the time this happens to you.
0% I----------------------------------------------------------   I 100%
16. Some people have the experience of being in a familiar place but finding it 
strange and unfamiliar. Mark the line to show what percentage of the time this 
happens to you.
0% I-----------------------------------------------------------    I 100%
17. Some people find that when they are watching television or a movie they 
become so absorbed in the story that they are unaware of other events happening 
around them. Mark the line to show what percentage of the time this happens to 
you.
0% I------------------------------------------------------------   I 100%
18. Some people sometimes find that they become so involved in a fantasy or 
daydream that it feels as though it were really happening to them. Mark the line to 
show what percentage of the time this happens to you.
0% I------------------------------------------------    I 100%
19. Some people find that they sometime are able to ignore pain. Mark the line to 
show what percentage of the time this happens to you.
0% I------------------------------   I 100%
20. Some people find that they sometimes sit staring off into space, thinking of 
nothing, and are not aware of the passage of time. Mark the line to show what 
percentage of the time this happens to you.
0% I----------------------------------------------   I 100%
21. Some people sometimes find that when they are alone they talk out loud to 
themselves. Mark the line to show what percentage of the time this happens to 
you.
0% I  I 100%
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22. Some people find that in one situation they may act so differently compared 
with another situation that they feel almost as if they were two different people. 
Mark the line to show what percentage of the time this happens to you.
0% I_____________________________  I 100%
23. Some people sometimes find that in certain situations they are able to do 
things with amazing ease and spontaneity that would usually be difficult for them 
(for example, sports, work, social situations etc.). Mark the line to show what 
percentage of the time this happens to you.
0% I---------------------------------------------------------------------- 1 100%
24. Some people sometime find that they cannot remember whether they have 
done something or have just thought about doing that thing (for example, not 
knowing whether they have just mailed a letter or have just thought about mailing 
it). Mark the line to show what percentage of the time this happens to you.
0% I---------------------------------------------------------------------J  100%
25. Some people sometimes find writings, drawings, or notes among their 
belongings that they must have done but cannot remember doing. Mark the line to 
show what percentage of the time this happens to you.
0% I 1 100%
26. Some people sometimes find evidence that they have done things they do not 
remember doing. Mark the line to show what percentage of the time this happens 
to you.
0% I----------------------------  1 100%
27. Some people find that they hear voices inside their head that tell them to do 
things or comment on things that they are doing. Mark the line to show what 
percentage of the time this happens to you.
0% I-----------------------------------------------------------  I 100%
28. Some people sometimes feel as if they are looking at the world through a fog 
so that people and objects appear far away or unclear. Mark the line to show what 
percentage of the time this happens to you.
0% I--------------------------------------------------------------   I 100%
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SEMI STRUCTURED INTERVIEW
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1To be asked as a semi structured interview:
10. When was the last time that you performed this behaviour?
11. Where were you?
12. Briefly describe the important features of the situation which led you to 
perform this behaviour.
13. Briefly describe any inner thoughts or emotional feelings that triggered this 
behaviour.
14. Please describe what you did?
15. What happened afterwards?
2^ (a) in the situation/ with other people
(b). in terms of your inner thoughts and emotional feelings
16. Over the last 3 months, how often have you performed this behaviour?
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Table to show the individual scores o f  demographic variables
3
Note: SM = Self mutilation group
AL = Alcohol dependence group 
A = Anxiety group
Kaiaeof
vanaWe
SM
l l l l l l l no, 2
SM
no.3
SM 
no. 4 no, 5
AL 
no, 6
A
no.
A 
no, 8
A 
no, 9
A
no.
10
A no.
Age
(years)
27 45 42 21 43 54 29 57 45 58 18
S.O.C 3 6 5 2 1 9 14 7 5 1 6
Education
(years)
11 8 8 10 10 4 14 7 5 7 7
3
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APPENDIX 19
TABLE OF GHO SCORES FOR ALL PARTICIPANTS
3
3
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Table to show the GHO scores for individual participants
3
Name o f 
variable
: SM 
no. 1
; SM 
no 2
: SM 
no 3
SM 
no 4
1 AL 
no 5
AL 
no. 6
A no. 
7
A no. 
S
A no. 
9
A no. 
10
A
no
11
A: Somatic 14 21 13 NR 4 6 11 5 7 14 14
symptoms 
B: Anxiety 17 21 15 12 7 5 17 2 10 16 13
& Insomnia 
C: Social 16 21 21 4 7 2 13 6 12 18 7
Dysfunction 
D: Severe 19 21 20 1 5 8 10 0 6 15 4
Depression 
Total Score 66 84 69 NR 23 21 51 13 35 63 38
Note: SM = Self mutilation group
AL = Alcohol dependence group 
A = Anxiety group 
NR = No Record
3
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APPENDIX 20
TABLE OF EDO SCORES FOR ATT. PARTICIPANTS
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Table to show individual scores for LDO
Name
of
variable
SM 
no. 1
SM 
no. 2
SM 
no. 3
SM 
no, 4
: AL 
no. 5
AL 
no. 6 no. 7 no.
S
g g
no.
9
A no A no.
LDQ
total
score
0 15 18 0 18 25 0 0 0 3 3
3
Note: SM = Self mutilation group
AL = Alcohol dependence group 
A = Anxiety group
3
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APPENDIX 21
TABLE OF VISUAL ANALOGUE SCORES FOR ALL PARTICIPANTS
359
Table to show the individual participants scores for the visual analogue scales
Name of 
variable
SM 
no, 1
; SM 
no, 2
I SM 
no, 3
SM 
no, 4
AL 
no, 5
AL 
no, 6
A
no.
7
A
no,
8
A 
no. 9
A no. 
10
; A no. 
11
I : Urge 9.0 9.5 8.5 8.0 8.5 10 9.5 8.5 10 2.5 4.5
2:
reduce
tension
9.0 9.0 9.5 6.0 5.0 10 9.0 0.0 3.0 8.0 7.5
3: relief 
from 
negative 
mood
8.5 9.0 9.5 8.5 8.0 10 0.0 0.0 2.5 7.5 1.0
3
Note: SM = Self mutilation group
AL = Alcohol dependence group 
A = Anxiety group
33
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APPENDIX 22
TABLE OF AÜO SCORES FOR ALT. PARTICIPANTS
360
3Table to show the AUO scores for individual participants
Name
o f
variable
SM 
no Î
: SM 
no 2
SM 
no, 3
SM 
no, 4
AL 
no 5
Al 
no, 6
A
no 7
A 
no S
A 
no, 9
A no, 
10
: A 
no.
AUQ 32 38 37 40 28 56 37 25 23 35 11
Note: SM = Self mutilation group
AL = Alcohol dependence group 
A = Anxiety group
3
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APPENDIX 23
TABLE OF AEO SCORES FOR ALÏ. PARTICIPANTS
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Table to show the individual participants AEO scores for each subscale
3
Name of 1 SM i SM : SM SM AL i AL A : A 1 A A 1 }
variable no, Î no, 2 no. 3 no, 4 no, 5 no, 6 no, 7 no, 8 no, 9 no.
10
m
I
Social 18 9 19 NR 15 25 5 10 5 12 1
expressiveness
Power & 18 17 7 15 10 28 6 6 6 19 1
Aggression
Global positive 11 25 21 19 19 25 5 5 5 10 1
Cognitive & 16 22 13 23 27 27 14 NR 23 NR <
Physical
Impairment
Tension 26 14 20 10 30 30 14 19 5 9 1:
reduction &
relaxation
Costs 10 18 11 19 11 23 4 15 24 20 h
Benefits 15 9 22 18 12 24 5 10 5 7 11
3
Note: SM = Self mutilation group
AL = Alcohol dependence group 
A = Anxiety group 
NR = No Record
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APPENDIX 24
MATRIX OF PROFILES INPUT INTO THE MSA
3
362
Table showing the matrix for the profiles and variables input into the MSA.
3
P r o f i l e 1 -3 -1 -2 -2 -2 1 2
P r o f i l e 2 -2 -2 -1 2 -2 -1 2
P r o f i l e 3 -3 -2 2 -1 2 1 2
P r o f i l e 4 -3 -2 -1 2 -3 2 1
P r o f i l e 5 -3 1 1 -1 -1 1 -2
P r o f i l e 6 -2 -1 -2 -3 -1 -2 -1
P r o f i l e 7 -2 1 -1 -2 -1 -1 -1
P r o f i l e 8 -1 2 -2 2 -2 2 -1
P r o f i l e 9 -2 2 2 2 2 -2 -2
P r o f i l e 10 3 1 1 -3 1 1 -3
P r o f i l e 11 -2 -1 -2 1 -2 1 2
3
Mary Maiming____________________________________________ Year Three - Research Project
APPENDIX 25
MSA : URGES PLOT
3
3
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APPENDIX 26
MSA: GLOBAL POSITIVE EXPECTANCY PLOT
1
3
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APPENDIX 27
MSA; TENSION REDUCTION EXPECTANCY PLOT
3
3
365
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APPENDIX 28
MSA ; COGNITIVE & PHYSICAL IMPAIRMENTS EXPECTANCY
PLOT
3
3
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APPENDIX 29
MSA: PLEASANT EMOTIONS SELF EFFICACY PLOT
367
oo
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APPENDIX 30
MSA: SOCIAL TENSION SELF EFFICACY PT OT
368
0o
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APPENDIX 31
MSA: DISSOCIATION PLOT
369
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